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HAS BEEN CONSIDERABLE INTEREST ex- 
pressed recently for the development of an 
Industrial Medical Association in the Rocky 
Mountain area. This was first discussed by 
the Industrial Health Committee of the Colo- 
rado State Medical 
Society. The idea or 
purpose of forming 
such an organization 
would be to become 
a component of the Industrial Medical Asso- 
ciation which has its headquarters in Chicago 
at 28 East Jackson Boulevard, and now pub- 
lishes its own magazine called the “Journal 
of Occupational Medicine.” A number of phy- 
sicians in the Rocky Mountain area already 
belong to the national group. Correspondence 
was initiated and carried on with Dr. E. C. 
Holmblad, Managing Director of the Indus- 
trial Medicine Association, and Dr. Roscoe 
Reeve of Casper, Wyoming, District Coun- 
selor for District No. 23 of the Industrial 
Medical Association. With the increase in 
industry and industrial medicine in the Rocky 
Mountain area, they felt a component of the 
Industrial Medical Association should be de- 
veloped in this area. The nearest component 
societies are at Omaha and San Francisco. 

The Chairman of the Industrial Health 
Committee of Colorado attended a Board of 
Directors meeting of the Industrial Medical 
Association in Cincinnati on Saturday, Feb- 
ruary 14. They unanimously passed a resolu- 
tion giving their blessing to formation of a 
component society in the Rocky Mountain 
area and pledged their aid in doing whatever 
they could to help. It was suggested that such 
an organization should take in Montana, 
Utah, Wyoming, Nevada, Colorado, Arizona, 
and New Mexico. Most of this area is served 
by the Rocky Mountain Medical Journal. 

In order to get such an organization 
started, it will be necessary to find out how 
many physicians are interested. A meeting 
can then be called and the. proposed organiza- 
tion discussed. Please send- your name, ad- 


Industrial Medical 


Association 
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dress and other pertinent information to L. 
C. Benesh, M.D., 835 Republic Building, Den- 
ver 2, Colorado. Each one will be informed 
of the progress of this proposed chapter. 


M.s: MEDICAL EDITORS do their jobs for the 
love of several things—the fascination of 
words; a peculiar and sadistic delight in 
proof-reading, reveling in the silent authority 
of the red pencil; noting how our colleagues 
think and how 
they commit their 
thoughts to the 
printed page. 
There is often a 
far cry between what a speaker said (have 
you ever seen or heard what a recorder got 
from you?) and what we receive for publi- 
cation. 

It’s part of our job to be critical, at the 
risk of being puritanical or stuffy. This is 
partly in self-defense, but largely to defend 
our colleagues against garrulous speakers 
and poor writers. An important by-product, 
of course, is a better journal. Every two 
years, usually prior to the fall meetings, we 
appeal to speakers and plead with authors 
editorially. Other editors do likewise, some- 
times more ably than we. Here is a good 
example, plucked from the Canadian Medical 
Association Journal: 


MEDICAL MEETING—CELESTIAL STYLE 

As a reward for their occasional sufferings, 
there must be a Heaven for well-behaved audi- 
ences. There the speakers will have thought about 
their audience—what their level of knowledge is, 
what their interests are, what their threshold for 
fatigue is—and prepared their addresses accord- 
ingly. If they are asked to speak for fifteen min- 
utes, they will have prepared a discourse running 
at ordinary conversation speed for fourteen min- 
utes; they will address this in clear and bright 
tones to their audience and not gabble it to the 
lectern or whisper it just out of microphone range. 
Their talk will have two or three points of im- 
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portance, and everything else will be subordinated 
to getting these few points fixed in the heads of 
the audience. Their slides will contain the bare 
minimum of detail needed to make their points, 
and will be left on the screen long enough for the 
slowest and most presbyopic readers in the audi- 
ence to study them. And the only extraneous sound 
will be the sighs of contentment from former 
organizers of medical meetings. 


Thank you, Canada! You have your 
troubles, too. Your plea should be heeded 
wherever doctors speak, read, and listen. 


; = STATUS Quo, like the old gray mare, 
ain’t what she used to be. Last year it took 
the worst beating in history—and tranquilizer 
sales rose to an all-time high. Revolutionary 
changes occurred in science, in economics, 
even in politics. 

Republicans (except in 
Arizona and New York) re- 
ceived a resounding veto of 
confidence and were re- 
placed by Democrats who now have a clear 
mandate to accomplish the impossible. Rus- 
sian satellites no longer mean neighboring 
nations but metallic planets that circle the 
globe. The stock market took off like an 
ICBM (not to be confused with IBM) in de- 
fiance of all physical laws including gravity 
and diminishing returns. 

The over-publicized recession was over 
before TV comedians couid re-write their ad- 
libs. However, it did last long enough to de- 
moralize women’s fashions and the automo- 
bile industry. Designers went beserk. Result: 
automobiles no longer look like automobiles, 
women no longer look like women, and who 
was that two-tone job I saw you with last 
night? Result #2: a boom in imports. Stripped 
of non-essentials, both foreign cars and for- 
eign women are being eyed favorably. 

But the most disturbing development of 
the year (perhaps of the century) was the 
admission of Alaska to the Union. This un- 
thinking step has caused more confusion than 


Fasten 
Seat Belts* 


*Still another gem from ARIZONA PROGRESS by our friend 
Herbert A. Leggett. This one took our eye because we have 
had so much to say about seat belts. Here is a new and 
broader slant on their place in our age of speed and conquest 
of space and distance. When we older men were young the 
clarion call was “Tie Your Hats On"; today, we'd better 
“Fasten Seat Belts’’—or else! 
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the Supreme Court. It obsoletes all American 
flags, all geography books and all statistics. 
Arizona is no longer the youngest state or 
Texas the largest. Kansas is also hard hit 
because the geographic center of the U. S. 
has been shifted to South Dakota. Washing- 
ton State can no longer claim the nation’s 
westernmost point and Minnesota the north- 
ernmost point. 

These prideful distinctions have all been 
snuffed out with no offsetting salve or sal- 
vage. It is small consolation to theorize ad 
absurdum that if Alaska were larger or 
further away our geographic center would be 
in Canada or the Pacific Ocean, or that 
everything will be changed again if and 
when Hawaii becomes a state. So we bid wist- 
ful adieu to a vanishing status quo, and blast 
off on the moonbeams to a Wonderland of 
Change. 


lita AND APATHY in certain segments 
of our population are responsible for the ris- 
ing incidence of preventable paralytic polio. 
Eminent epidemiologists now insist that our 
aim should be 90 per cent protection of the 

nation’s population under 


40 years of age. 
Poliomyelitis Prior to the 1958 epi- 
U nconquered demic, Detroit’s vaccina- 


tion program was thought 
to be adequate. Yet it was found that the pro- 
gram had failed to reach a “pocket” of sus- 
ceptibles of sufficient magnitude to support 
an epidemic in which 61 per cent of the 312 
paralytic cases occurred in children under 
5 years of age. Of the 22 deaths, none had 
received three doses of vaccine. When the 
public was aroused in the face of this epi- 
demic, over one-half of all the vaccine 
shipped in the United States in 1958 was util- 
ized in Michigan alone! 

In February, 1959, a survey approved by 
the Denver Medical Society’s Public Health 
Committee revealed that 48 per cent of the 
Denver population under 40 years of age 
have had at least three doses of polio vaccine, 
20 per cent have had one or two doses, and 
32 per cent have received no vaccine. These 
immunization rates run parallel with the 
socio-economic levels. For example, among 
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children under 5, in the upper economic level 
89 per cent have had three or more doses, 
whereas 50 per cent in the Negro population 
and only 25 per cent in the Spanish-named 
contingent were so protected. 

The A.M.A. House of Delegates urges: 

1. Each physician assume the responsibility 
for making certain whenever possible 
that all members of families he serves 
receive protection against poliomyelitis 
by having at least three doses of polio 
vaccine. 

2. State medical organizations arrange with 
state health departments for a joint ef- 
fort to bring together county medical 
societies and county health department 
representatives to form joint study com- 
mittees to survey the local inoculation 
problem and work together to solve it. 

3. County medical societies meet with local 
health departments to create study com- 
mittees to survey the immunization prob- 
lem and work out a program to meet it. 


W.L.C. 


the ABOUT You? What’s your reaction 
when you open an envelope from one of your 
M.D. compatriots (on his professional sta- 
tionery) and find, instead of a consultation 
report, a mimeographed plug for Senator 

Blowhard or Governor 


Goosebrain? My own reac- 
So Mad is tion is one of disgust and 
Could Spit! anger. Disgust that the doc- 


tor would use his profes- 
sional standing, time, and money to do part- 
time politiking and anger at myself for 
being sucked into opening what I would 
ordinarily consider throw-away literature. I 
do look at throw-away literature, because 
usually it is honestly labeled and sometimes 
interesting and informative as well. In this 
case I also looked at the literature but with 
more antagonism than support for the public 
servants mentioned. And the round file was 
still the ultimate recipient. 

Were my disgust and anger justified? I’m 
not sure, now that I’ve thought it over. Why 
shouldn’t doctors do some politiking along 
with lawyers, barbers and morticians? Doc- 
tors have always been asked and encouraged 
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to take part in community life. They may be 
elected officers of local service clubs, give 
talks to PTA groups, serve on committees. 
And in those positions controversial subjects 
do arise, with occasional heated debates. The 
doctor is not criticized for taking active sides 
in such local disputes. 

We don’t object to literature urging us to 
write our Congressman in support of im- 
portant medical legislation. Or object to 
appeals by fellow physicians to support the 
United Fund. Or object to a personalized 
letter from a physician, himself a former 
T.B. victim, asking us to give generously in 
buying Christmas Seals. 

These, of course, are all humanitarian 
projects—health campaigns which draw no 
political line. Should our “good citizenship” 
be limited to matters of health? Should pub- 
lic highways, taxes, and fire department 
budgets be “off limits” to M.D.s? Should a 
doctor, therefore, campaign for an individual 
politician representing one or the other po- 
litical party or should he limit himself to 
matters concerning his own profession? 

‘I feel that we should “mind our own busi- 
ness” on non-medical matters. Speak when 
spoken to, yes, and give our own honest 
opinion on any subject under discussion. We 
should try to avoid being misinterpreted and 
misquoted. This is easy if we know the facts 
before blurting a hasty incrimination for 
which we may subsequently be embarrassed. 
And we should remember that the entire 
medical profession may be embarrassed by 
the same quote or misquote. 

To go out of our way, to go to an actual 
expense (whether our money or the party’s) 
to promote a political aspirant, however, 
seems to me wrong. And wrong even when 
the campaign is directed solely to fellow 
physicians. Should we chance to feel so 
acutely on a subject that we feel compelled 
to campaign for it, pray that we have the 
decency to imitate the radio stations and 
place on the outside of our campaign litera- 
ture the statement that “The following is a 
paid political announcement.” The addressee 
may not agree with our point of view but at 
least he won’t be angered by the implied 
deceit of an M.D.’s embossed envelope. 


J. R. L. 
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insurance principle and will pay more 
for greater benefits. Doctors must be 
kept happy, too, and must unite behind 
the voluntary plans or go down 


England’s drain. 


BLUE SHIELD HAS MADE MUCH PROGRESS since 
its beginning. We now, however, are at the 
crossroads and we must either go forward 
or go backward. We cannot stand still. We 
are encountering more and more resistance 
from competitive sources and the public is 
demanding an ever broader measure of pre- 
payment protection. If Blue Cross and Blue 
Shield are to survive, our management must 
come up with ideas that will help to satisfy 
the public and keep us ahead of our competi- 
tors. 

This meeting has been dedicated to the 
relationship between Blue Shield and the 
participating physicians who are its members 
and who deliver what Blue Shield sells. Blue 
Shield cannot survive unless what it has to 
sell is acceptable first to the public and 
second to the medical profession. 

Those of us who are charged with the 
responsibility of making Blue Cross and Blue 


*Read before the national Biue Shield Professional Relations 
Conference, Chicago, Feb. 11, 1959; original simultaneous pub- 
lication in both this Journal and the Nebraska State Medical 
Journal, Lincoln, Nebr. The author is President of Surgical- 
Medical-Care, Kansas City, Mo. 
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A platform for progress 


in Blue Shield’ 


Frank L. Feierabend, M.D.. Kansas City, Mo. 


Shield acceptable and successful must recog- 
nize the importance of publicizing to society 
as a whole the socio-economic chaos that will 
result if Blue Cross and Blue Shield were to 
fail, and bring to the attention of the 
medical profession the drastic changes in 
medical practice that would follow if the 
voluntary nonprofit Plans fall short of the 
job they have to do. These Plans have a vital 
responsibility to the public and to the profes- 
sion, because, if they fail, compulsory sick- 
ness insurance in some form operated by the 
State will be inevitable. In almost every 
country that has become socialistic, the regi- 
mentation of medicine has been the first 
stepping stone. 

If we may interpret the recent national 
elections as contributing to greater so-called 
liberalism, then it is reasonable to assume 
that there will be a greater demand for com- 
pulsory sickness insurance. It is generally ac- 
cepted that the majority of those elected to 
Congress in the North and the West are 
committed to a free enterprise system. How- 
ever, there seem to be two meanings to the 
term “FREE.” 

To quote an editorial by David Lawrence 
which appeared in the October 31 issue of 
U. S. News and World Report, “it is related 
directly to whether there shall be a free en- 
terprise system in America in which the 
word ‘FREE’ means a license to exploit 
others, or, a system in which the word ‘FREE’ 
means freedom of opportunity and initiative 
and the preservation of the fruits of thrift 
and labor. 

“For to be free in the operation of one’s 
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own enterprise means emancipation from the 
totalitarian mind which seeks to regiment 
and regulate human behavior in the factory, 
in the counting room, in the school or on the 
farm. 

“From time immemorial, the instinct to- 
ward totalitarianism has emerged among 
good as well as bad peoples. The theory that 
government is effective only when it regu- 
lates the most minute operations of human 
life begets a desire to pass laws and promul- 
gate regulations for the conduct of nearly 
everything and everybody. This is the genesis 
of radical liberalism. Opposed to this theory 
is the doctrine of conservative liberalism that 
human beings must be given a maximum of 
opportunity to develop self-reliance and they 
must be permitted incentives which will 
bring out their best talents and energies.” 

Under our voluntary insurance plans, 
whether they be nonprofit or profit, we have 
the incentive system, and we provide an 
opportunity for people in general to care for 
themselves and for their families in a free 
enterprise system and do it, by their own 
efforts. Blue Cross and Blue Shield are now 
carrying the torch. They must develop plans 
that will be good enough to provide a positive 
answer to anything that the social planners 
may develop. And the answers provided by 
private enterprise will always be much better 
than those of government because they will 
be based on conservative liberalism and will 
have in them the opportunity to develop self- 
reliance. 

Our society never has been and never will 
be static. Changing times will constantly de- 
velop changing customs. In our socio-eco- 
nomic system new problems will emerge 
which must be solved and one of these will 
be a continuing demand by the public for 
better and more medical care. Blue Shield 
and its management must be sufficiently 
flexible to come up with the answer to the 
social needs resulting from the constant 
changes in our system. Blue Shield must be 
a continuing answer to a continuing problem. 

In a pamphlet recently published by 
Health Information Foundation and edited 
by Feldman and Freidson under the title of 
Public Attitudes Toward Health Insurance, 
there is a survey made by the National 
Opinion Research Center in 1955, based on a 
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cross section of all of the people in America, 
which provides some interesting data. They 
find that seven out of ten people like health 
insurance. Even among people who have no 
health insurance, six of ten think it is a good 
idea. Of those who were critical of health 
insurance, only 17 per cent complained about 
the cost. The majority of the people, the 
report said, do not consider health insurance 
as a method of improving their general health 
but merely as economic protection. They also 
report that today 72 per cent of the people 
in the United States have some form of health 
insurance. 

It would seem then, from the foregoing 
information taken from a national survey 
by completely disinterested parties with an 
objective approach, that people today are 
sold on the insurance principle as a method 
of providing for themselves and their families 
the economic support that will care for the 
cost of catastrophic illness and hospitaliza- 
tion. Since 83 per cent does not complain 
about the cost, it would seem safe to provide 
greater benefits at some increase of premium 
rates. 


Divide and conquer 


The question now is, will this protection 
be provided by the voluntary system, or will 
it be a compulsory system supervised by the 
State? Blue Cross and Blue Shield should do 
more to educate the public as to what it may 
expect and eventually get under a com- 
pulsory system supervised by the State and 
what is now available under the voluntary 
system. 

On page 931 of the October 18, 1958, issue 
of the Journal of the American Medical As- 
sociation, a reprint appeared with permission 
of the California G. P., June, 1958. The fol- 
lowing information is based upon statements 
made by Dr. Alastair J. Marshall, Luton, 
England, who was visiting the United States 
under the Ford Foundation Grant. Some of 
the questions and answers reported in this 
article are quoted. These questions were pre- 
sented to Dr. Marshall by the Academy’s 
executive secretary, Bill Rogers. QUESTION: 
Did the doctors try to get together to present 
a united front against socialization? AN- 
SWER: Indeed they did. The British Medical 
Association told the doctors and stated the 
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act was completely unacceptable. In an initial 
poll, 17 per cent indicated that they might 
favor, or go along with the National Health 
Act. QUESTION: When the Government was 
faced with the prospect that 83 per cent were 
not going to participate, what did they do? 
ANSWER: They shot back at the B.M.A., 
saying they proposed to go ahead with the 
17 per cent who would participate. They 
pointed out to the negotiators that the first 
people signing up would be given immediate 
seniority, that pensionable rights would be 
from that date. But, the thing that really 
bulldozed the doctors was that during a very 
limited time period, the government offered 
to buy “the good will” of the practices of 
doctors who will sign up. When they re- 
polled the doctors after this was announced, 
47 per cent said they would sign up. QUES- 
TION: How many patients do you see now 
and how many were you seeing before? 
ANSWER: Because of my commitments I 
have a full list and have 3,600 patients. Any 
patients above that I am not paid for. Some- 
times I am forced to take on new patients 
such as when twins are born to a family, 
if I am a friend of theirs and want them to 
remain as my patients. I get to my office 
around 8:30 in the morning and will work 
until noon and will see 40 to 50 patients. I’ll 
certainly see 50 to 60 in the evening. I’ll have 
to make 20 to 30 home visits. This makes a 
total of 120 to 140 a day. In the old days I 
used to see around 35. QUESTION: What is 
the basis of your payment? ANSWER: I am 
paid solely on the basis of the number of 
patients on my list, not the amount of work 
I do. Besides this, we’re paid 65 cents for a 
series of immunizations and we receive a 
delivery fee of $21.00. There is nothing else 
we get paid for. QUESTION: If the Govern- 
ment doesn’t like the way you practice what 
can they do about it? ANSWER: They can 
fine you after a warning. They’ll do this if a 
patient complains that you were rude, would 
not make a house call, or if the Government 
inspectors don’t find your office up to par. 
They will fine you for prescribing a drug 
which is not approved by them. QUESTION: 
Where do you feel you British doctors made 
your biggest mistake in letting the Govern- 
ment take over? ANSWER: We were not 
unified and simply didn’t stand firm against 
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the Government. Our lines were broken 
here, there and everywhere. We all feel the 
Government would never have gone ahead 
with this system if we had any unification 
within our ranks. But, ours being an indi- 
vidualistic profession, everybody had ideas 
of their own and you never get three people 
to agree with each other. QUESTION: I have 
heard that you have a bed shortage. Do you 
agree? ANSWER: Yes, our patients expect 
to wait two years for the removal of tonsils, 
two to three years for a chronic appendix. 
They will certainly wait that long for a gall- 
bladder or a gastrectomy. Emergency surgery 
is done just as it was before, when it is 
needed. 


Develop acceptable plans 


Such a system, as the one now in opera- 
tion in Britain, no doubt would be developed 
in this country if the state were to take over. 
Such a plan is not good for the public and is 
not good for the medical profession. It would, 
therefore, seem wise on the part of Blue 
Cross and Blue Shield to redouble their ef- 
forts and to dedicate themselves to the propo- 
sition of developing plans that are acceptable 
by and large to the public and to the medical 
profession. This is a tremendous responsi- 
bility because, if we fail, then our system of 
free enterprise, conceived and operated by 
those who are described as conservative lib- 
erals, will fail and the term FREE will then 
be interpreted to mean that which was de- 
scribed by David Lawrence as radical and 
the radical liberals will take over, and God 
help America! 

No Blue Cross or Blue Shield plan has 
ever been developed, or will ever be de- 
veloped, that will satisfy all of the public 
all of the time. By the same token, no Blue 
Cross or Blue Shield plan has ever been 
developed, or will ever be developed, that 
will satisfy all of the hospitals and all of the 
doctors all of the time. 

It would seem, however, based upon the 
foregoing facts and motivated by an en- 
lightened self-interest, that the public would 
be agreeable to moderating some of its de- 
mands and expectations and that the medical 
profession would be agreeable to modifying 
some of its interests and privileges, both the 
public and the profession acting in the inter- 
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est of the common good. Such a compromise 
will be based upon the sound and long-stand- 
ing fundamental principle that the rights of 
the common good take precedence over the 
rights of the individual, or of any individual 
group. This principle is operative in our socio- 
economic system and should be placed in 
operation in the solution of this problem. 
Failure to do so will result in the sacrifice of 
our free enterprise system on the altar of 
selfishness. 

Now, to be more specific, what should a 
Blue Shield plan do in order that it may be 
acceptable to the vast majority of the public 
and to the vast majority of the medical pro- 
fession? We must have a plan that will pro- 
vide medical care to at least 75 per cent of 
the public in the community which it serves, 
either on a complete service basis, or on a 
cash indemnity basis which is accepted on 
the service principle by the medical profes- 
sion. If we do this, I am convinced that the 
public will accept us. I am also convinced 
that the vast majority of well organized mi- 
nority groups such as numerous large labor 
organizations will be satisfied. 

In order to make such a plan successful 
it is necessary that the doctors who deliver 
the product which Blue Shield sells also be 
satisfied. Therefore, the fee schedule must 
be realistic, and make it possible for the phy- 
sicians to be adequately paid for their serv- 
ices. In many sections of the country today 
we have $7,500 income brackets with fee 
schedules that are sufficiently realistic to be 
generally accepted by the medical profession 
and I am sure that this could be done else- 
where in the United States. 

As a member of the medical profession, I 
urge all of my fellow doctors to give time 
and thought to their Blue Shield Plan, to 
become actively engaged in the operation of 
this Plan, to support it with their thought 
and their time, and to become participating 
physicians, eager to deliver what the Blue 
Shield Plan sells. With such cooperation com- 
ing from the public and the medical profes- 
sion, both striving to attain the same goal, 
namely, to provide our society with good 
medical care at a cost that it can afford and 
upon a budget basis, we cannot fail. 

We must also develop a realistic program 
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at the national level which will be acceptable 
by the vast majority of the plans in the 
United States. I think we are on the threshold 
of having such a contract accepted generally 
throughout the United States and this will 
be a tremendous step forward and one for 
which many have labored over the years. 

In conclusion, I urge our legislators and 
our elected public servants to proceed cau- 
tiously in this matter. All facets of the prob- 
lem must be explored realistically and our 
public servants must recognize the terrific 
implications that will result from a poorly 
thought-out compulsory system of sickness 
insurance. It has never worked to the satis- 
faction of the public any place in the world, 
and I am quite certain that it will not work 
here because of the interference of a huge 
third party that will make policy. State policy 
eventually has money as its determinant. I 
urge the medical profession to give full co- 
operation and serious consideration to 100 
per cent support of the Blue Shield Plan in 
its community. If the doctor does not like 
what Blue Shield is doing, it behooves him 
to join up and make an attempt to change 
the policy that governs the Plan in his com- 
munity. Those who constantly complain about 
the policy of a Blue Shield Plan, and make 
no effort to improve that policy, deserve no 
consideration, whatsoever. 


Restricted medicine 


We should never lose sight of the fact 
that, in any place in the world where medical 
care has been taken over by the State, money 
was the determining factor and the common 
denominator which governed the service, 
both medical and hospital, that is received 
by the public. This was demonstrated in 
England when recently they have thrown 
all sorts of restrictions around the doctor 
who is attempting to practice medicine. These 
restrictions have been dictated by the fact 
that the Plan was costing too much money. 

Recently our “Medicare” program has been 
revised drastically and the revision was mo- 
tivated by the fact that the first year cost 
was much greater than was anticipated. Here 
again in the United States, as in England, 
whenever the Government takes control, the 
determining factor in the provision of medi- 
cal care for the people is finance. It seems to 
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me that this is a sad commentary but it is 
true and God help America, if this happens 
here. 

Blue Shield is the only organization that 
has the mechanics and the know-how to suc- 
cessfully implement the recent resolution 
passed by the House of Delegates of the 
American Medical Association. 

This resolution urges all doctors to care 
for the low income aged at reduced fees. This 
is a fine resolution and demonstrates to so- 
ciety that organized medicine is ready to 
take the lead in caring for the aged on a 
voluntary basis. If the doctors will cooperate 
with their Blue Plans, they can successfully 
implement this resolution. 

Many, if not all of our medico-economic 
problems, can eventually be solved by co- 
operation between the medical profession and 
the Blue Cross and Blue Shield Plans, pro- 
vided that our profession takes the initiative, 
accepts its responsibilities, and exerts the 
leadership that the American people expect 
of their doctors. 


Doctors must not be led astray in their 
thinking by the insistent demands from more 
and more persons—sometimes it seems like 
everybody—for what they think of as se- 
curity. Anyone who is really interested pri- 
marily or only in permanent security should 
take a revolver and go down and hold up, 
or try to hold up, the First National Bank. 
He will then receive the best and most com- 
plete social and economic security in the 
world, from the strongest organization, name- 
ly the United States Government! 

If that sounds funny, fine—but it still 
illustrates the plain fact that security pro- 
vided by government is bought at the price 
of freedom. Modern Russia is the most per- 
fect example. 

I should therefore like to close with a 
quotation that most of you have heard often 
before, but which is still worth frequent 
repetition. Benjamin Franklin said it: 

“He who would sacrifice essential liberty 
for temporary security deserves neither lib- 
erty nor security.” ® 


Stephen C. Copps, M.D.. Denver, and Luther E. Giddings, M. D., Greeley. Colorado 


*Dr. Copps was a resident at Children’s Hospital, Denver. Dr. 
Giddings is with the Encephalitis Investigation Unit, Com- 
municable Disease Center, U. S. Public Health Service, Gree- 
ley, Colorado. 

Because of space limitations, the extensive list of references 
is omitted in this publication, but will be included on the 
authors’ reprints. 
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WESTERN EQUINE ENCEPHALITIS is an acute 
viral infection usually occurring during the 
late summer and early fall. The highest in- 
cidence of the disease is in infants under one 
year of age. Diagnosis is based upon a rise 
in serum antibody level, or isolation of the 
virus from autopsy specimens. 

Attention was first focused on infectious 
central nervous system disease by Strumpell 
in 1884 when he stated that, “cerebral palsies 
in children depend upon an inflammation of 
the gray substance of the motor cortex.” 
Pineal in the early 19th century is credited 
with differentiating encephalitis or “brain 
fever” from meningitis. In 1932 Meyer first 
isolated and identified the virus of western 
equine encephalitis. In 1938 Howitt isolated 
the virus from the brain of a child, thus 
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establishing the relationship of the western 
equine encephalitis virus to human disease. 
The first extensive epidemic of recognized 
western equine encephalitis among humans 
occurred in 1941 in Minnesota, North Dakota 
and adjacent Canadian provinces. During this 
epidemic approximately 3,000 cases were re- 
ported, but in only a few was diagnosis con- 
firmed by antibody study. In Colorado the 
last epidemic of any consequence occurred 
in 1949 in the northwestern part of the state. 
During this epidemic 25 cases were proven 
by serologic study, or by isolation of the 
virus from autopsy material. In 1957, a non- 
epidemic year, 20 immunologically proven 
cases of western equine encephalitis were 
reported in Colorado. Thirteen of these cases 
were hospitalized in the isolation unit of 
Denver Children’s Hospital at some time 
during the period July 1 to October 1. 


Viral antibody studies 


During these three months an attempt 
was made to do viral antibody studies on all 
patients with a pleocytosis without visible 
evidence of an etiologic agent on stained 
smear of the spinal fluid. There were 46 such 
cases. Six of these patients had obvious clin- 
ical mumps with encephalitic signs and 
symptoms. Antibody studies on acute and 
convalescent serum specimens were per- 
formed in 35 of the remaining 40 cases. These 
studies indicated that 13 patients had western 
equine encephalitis, four had immunologi- 
cally proven mumps (a total of 10 mumps 
cases), two had St. Louis encephalitis, and 
two had poliomyelitis. Fourteen cases re- 
mained undiagnosed. 


The sera from these patients was tested. 


for eastern equine encephalitis, western 
equine encephalitis, St. Louis encephalitis, 
mumps S, mumps V, lymphocytic chorio- 
meningitis, and polio 1, 2 and 3. It was not 
tested for antibody response to Echo or Cox- 
sackie viruses. The presence of recent infec- 
tion with western equine encephalitis was 
demonstrated by a fourfold, or greater, rise 
in the hemagglutination inhibition titer be- 
tween an acute serum specimen obtained 
within two to eight days after the onset of 
symptoms, and a convalescent specimen 
drawn five to eight weeks earlier. The HAI 
tests were performed by the Encephalitis 
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Investigation Unit, Communicable Disease 
Center, U. S. Public Health Service, Greeley, 
Colorado. 


Clinical findings 

Seven of the 13 patients with west- 
ern equine encephalitis were infants under 
one year of age. The other six patients ranged 
in age from 2% to 13 years. Nine of the 
patients were male, four female. There were 
no fatalities. 

In the young infant the disease was char- 
acterized by abrupt onset with fever and 
convulsions. Six of the seven infants had 
convulsions just prior to or soon after hos- 
pitalization. The other infant was noted to 
have intermittent twitching of the right 
upper extremity three days after admission. 
All the convulsions observed appeared to 
predominantly involve one side of the body, 
and on several occasions the convulsion would 
begin in a localized area, usually one of the 
upper extremities. The convulsive episodes 
did not respond well to anticonvulsant ther- 
apy, but tended to subside spontaneously as 
the patients’ fever fell. Other characteristic 
symptoms in the infants were drowsiness, 
anorexia, irritability and vomiting. Physical 
findings included a bulging fontanelle in all 
infants. Hyperactive deep tendon reflexes, 
nuchal and/or lumbar rigidity, and gener- 
alized hypertonicity were characteristic find- 
ings. A positive Kernig or Brudzinski was 
demonstrated in only two of these patients. 

The six children in the older age group 
presented a different clinical picture. In gen- 
eral they were not as ill, and only one had 
convulsive episodes. The onset was somewhat 
more gradual with headache, anorexia, gen- 
eral malaise, fever, chills, and vomiting. 
Headaches were usually severe, occipital in 
location, and were not relieved by lumbar 
puncture. Three patients complained of 
muscle pain, and two experienced vertigo. 
Three of these children had episodes of de- 
lirium, but only one became comatose. 

The characteristic physical finding in this 
group was nuchal and lumbar rigidity with 
a positive Kernig’s sign. Only two patients 
had hyperactive deep tendon reflexes. In 
three the deep tendon reflexes were described 
as hypoactive. Muscle weakness was demon- 
strable in three, papilledema in one, while 
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two had a positive Babinski. The fever curves 
for the patients in both groups were similar. 
There were no spiking or septic type curves. 
The temperature reached a maximum of 
from 103 to 105 degrees F. on the first or 
second day, then fell by lysis to normal on 
the fourth to the eighth day. 


Laboratory findings 


White blood counts in the infant group 
ranged from 12,000 to 32,500, with an average 
of 23,500. The counts done on the older chil- 
dren varied from 5,500 to 23,500, with an aver- 
age of 12,600. When a leukocytosis was pres- 
ent, polys predominated. In most cases there 
was a higher protein content in the cerebro- 
spinal fluid obtained from the infants. The 
protein content of the infants’ spinal fluid 
varied from 41 to 200 mgs. per cent, with an 
average of 112 mgs. per cent; while that of 
the older children varied from 20 to 64 and 
averaged 32 mgs. per cent. All spinal fluid 
sugars were normal. 

Spinal fluid cell counts ranged from 61 
to 477 in the infants, with an average of 240, 
and from 15 to 2,160, with an average of 809 
in the older children. Contrary to previously 
published reports, the highest cell counts 
were found in the older children. Eight of 
the 13 counts revealed predominance of poly- 
morphonuclear cells. Four of these were in 
infants, and four in the older children. The 
finding of a predominance of polys was felt 
to be dependent upon a spinal tap soon after 
the onset of symptoms rather than the age 
of the patient. All spinal fluids examined 
during the convalescent period revealed a 
predominance of lymphocytes. There was no 
relationship between degree of pleocytosis 
and severity of the disease. Large mononu- 
clear cells, considered by some as a charac- 
teristic spinal fluid finding, were not seen. 
All spinal fluid cultures were negative for 
bacterial growth. 


Differential diagnosis 


The initial clinical impressions concerning 
these patients emphasize the difficulty in 
differential diagnosis. Six were diagnosed as 
purulent meningitis, only three as viral en- 
cephalitis, two were thought to be cases of 
poliomyelitis, one mumps meningoencephali- 
tis, and one roseola with a febrile convulsion. 


70 


There is no possible way of clinically dif- 
ferentiating between western equine enceph- 
alitis and St. Louis encephalitis; but one 
should be more suspicious of the former if 
the patient is under one year of age, for St. 
Louis encephalitis is uncommon in infancy, 
Differentiating between viral equine enceph- 
alitis and bacterial meningitis may be a 
perplexing problem, for the spinal fluid cell 
count and differential may be alike in the 
two diseases. But one aid to diagnosis that 
must not be overlooked is the normal spinal 
fluid sugar in equine encephalitis. The fact 
that the patient’s fever does not respond to 
antibiotic therapy may in retrospect suggest 
that you are not dealing with a bacterial 
infection. 

It may be exceedingly difficult to dis- 
tinguish mumps meningoencephalitis from 
the equine encephalitis should the encepha- 
litic signs and symptoms precede the paro- 
titis. But here the mumps soluble antigen 
test may be used to make an accurate diag- 
nosis during the acute episode, and the serum 
amylase level may be helpful. The diagno- 
sis of measles and post-vaccination encepha- 
litis can be suspected on the basis of pertinent 
antecedent events. Febrile convulsions are 
differentiated by the absence of cells in the 
spinal fluid. Eastern equine encephalitis, a 
more severe disease, need only concern us in 
transient patients for it has never been re- 
ported in this area. 

Poliomyelitis often presents with signs 
and symptoms similar to those seen in west- 
ern equine encephalitis; but in the latter 
disease the onset is more abrupt with high 
fever in contrast to the lower fever and more 
insidious onset of polio. Chills are indicative 
of encephalitis rather than polio. The char- 
acteristic flaccid paralysis of polio is not seen 
in western equine encephalitis, and weak- 
ness, when present, is usually associated with 
hyperactive reflexes and increased muscle 
tone. Marked lethargy seen often in western 
equine encephalitis is seen in polio only 
terminally, or accompanying severe anoxia. 


Treatment 


Treatment of western equine encephalitis 
concerns itself primarily with adequate sup- 
portive therapy. During periods of extreme 
lethargy, and if vomiting persists, intrave- 
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nous fluid infusion may be necessary. Many 
advocate continuous use of oxygen should 
coma develop. Antibiotics are usually given 
as prophylaxis against hypostatic pneumonia. 
Laboratory investigations into the use of 
steroids have shown them to have no bene- 
ficial effect upon the course of the disease, 
and possibly should be contraindicated in 
the treatment of viral encephalitis. 

The sudden remission of signs and symp- 
toms in patients with western equine enceph- 
alitis is often dramatic, and usually occurs 
with the return of the temperature to normal. 
Often the patients are completely recovered 
in six to eight days except for residual gen- 
eralized weakness and fatigue. The mortality 
rate is low. In 420 immunologically proven 
cases in 1952 death occurred in only 2.4 per 
cent. 


Sequelae 


As yet, it is too early to ascertain the 
presence and significance of sequelae in our 
patients. It is hoped that a follow-up report 
will be issued sometime within the next year. 
The reported incidence of sequelae in western 
equine encephalitis varies from an estimated 
5 per cent in adults to approximately 50 per 
cent in infants. The most extensive follow- 
up study to date has been done by K. H. 
Finley and associates in California. In this 
study 447 persons were examined at three 
months to four years after their acute illness. 
Frequency of sequelae as well as the severity 
of abnormalities varied with age. Fifty-four 
per cent of the 98 infants under a year of 
age had sequelae, while only 30 per cent of 
the older children had demonstrable neuro- 
logic or psychologic abnormalities. In the 
infant group the presence of convulsions dur- 
ing the acute illness had a deleterious effect 
on the subsequent appearance of sequelae. 
Sequelae in the infants consisted of recur- 
rence of convulsions, behavioral disturbances, 
mental retardation, and upper motor neurone 
signs such as spastic hemiplegia. 

D. W. Mulder in a report on the sequelae 
of western equine encephalitis felt that the 
most prevalent sequela in the infant con- 
sisted of inability to use one side of the body 
as effectively as the other, the greatest dys- 
function being in fine movements of the 
hand. Mulder also felt that symptoms present 
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during the acute illness noticeably improved 
or disappeared, while those symptoms ap- 
pearing during convalescence were more apt 
to increase in severity, or show no improve- 
ment. 

In children over a year of age repeated 
convulsions are rare. The most common se- 
quelae are behavorial disturbances, insomnia, 
headaches, hyperactivity, and inability to 
concentrate. It is important for the clinician 
to remember that sequelae may develop a 
year or more after apparent recovery from 
the disease; but it is encouraging to note 
that most patients with sequelae, regardless 
of age, have improved with time. 


Pathology 


In western equine encephalitis the acute 
inflammatory response within the central 
nervous system is characterized by lepto- 
meningitis, and by perivascular cuffing in 
the gray matter. The earliest reaction con- 
sists primarily of infiltration by polymorpho- 
nuclear leukocytes. Lymphocytes and histio- 
cytes then take over and a proliferative glial 
response occurs. These “glial nodes” accumu- 
late about the neurones and encroach upon 
the blood vessels. The neurones then undergo 
degenerative changes, accompanied by astro- 
cytic proliferation. The lesions apparently 
are most marked in the extracortical gray 
matter with the substantia nigra and red 
nucleus severely involved. Examination of 
the dentate and olivary nuclei frequently 
shows glial proliferation. There may be small 
patchy areas of demyelinization in the white 
matter of the cerebrum and cerebellum. The 
cerebellar cortex, pons, medula, and spinal 
cord are usually not affected. 


Epidemiology 

Western equine encephalitis is endemic 
in rural and suburban regions of the Rocky 
Mountain area. The principal vector of the 
disease in this part of the country is the 
mosquito Culex tarsalis which exists in large 
numbers below an elevation of 6,000 feet. 
This mosquito has an exceptionally low in- 
fection threshold for the virus of western 
equine encephalitis. Without showing demon- 
strable evidence of disease the insect, for 
the duration of its life, is capable of main- 
taining the multiplying virus. The optimal 
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NOW—YOU CAN GET THE 
UNSURPASSED ADVANTAGES 

OF ARISTOCORT @ 
IN SALICY LATE 

COMBINATION 


Aristogesic combines the anti-inflammatory effects of Aristocort® Triamcinolone 
with the analgesic action of a most potent salicylate. This means that the dosage 
of each is substantially lower than that ordinarily required for each agent alone. 
With Aristogesic the physician has exceptionally wide latitude in adjusting the 
dosage to the lowest effective level. 


The possibility of gastric distress from either salicylamide or corticosteroid is 
minimized because of lower dosage required. This is further reduced by the 
buffer action of aluminum hydroxide. And the ascorbic acid helps meet the 
increased need for this vitamin in stress conditions. Because of the low dosage, 
side effects with Aristogesic have been relatively infrequent and minor in nature. 
However, more serious side effects have traditionally been observed on all 
corticosteroid therapy. Patients on long-term Aristogesic therapy should, 
therefore, be observed carefully. 
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Steroid—Analgesic Compound LEDERLE 


for relief of chronic—but less severe pain of rheumatic origin 


te A ge 4 Indications: Mild cases of 


synovitis, bursitis, mild spondylitis, 
myositis, fibrositis, neuritis and 
certain muscular strains. 


Dosage: Average initial dosage: 
2 capsules 3 or 4 times daily. 
Maintenance dosage to be 
adjusted according to response. 


Each Aristogestc Capsule contains: 
ARISTOCORT® Triamcinolone 
Salicylamide . . . . 325 mg. 
Aluminum Hydroxide . . 75 mg. 
Ascorbic Acid . . . . . 20 mg. 


* TRADEMARK 


LEDERLE LABORATORIES, A Division ofp AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Western equine encephalitis cont. trom 11 


transmission of the virus by the mosquito 
occurs as early as five days after it has in- 
gested an infected blood meal, and appar- 
ently it is capable of transmitting the virus 
up to 60 days. 

The natural hosts for the Culex tarsalis 
are wild and domestic birds which the mos- 
quito infects with the disease. The virus is 
present in the blood stream of the avian host 
up to 120 hours; but for only a third to a half 
of this time does the viremia reach the 
threshold level necessary for transmission. 
Birds that are most efficient in the transmis- 
sion of the disease frequently succumb to 
fulminating infection in two or three days. 
The mosquito to bird to mosquito.cycle main- 
tains the virus in endemic areas. It is now 
felt that the bird mite plays no essential role 
in the epidemiology of western equine en- 
cephalitis. 

The mosquito transmits the virus of west- 


ern equine encephalitis from avian hosts to . 


man and horses. The incubation period in 
man varies from four to 21 days, and in horses 
from 24 to 66 days. The horse is a “dead end 
species” in the epidemiologic chain, for ap- 
parently due to the short duration of viremia, 
and the low titer of virus present, horse to 
mosquito to other host transmission has never 
been proven. 

The question of what happens to the virus 
after the disappearance of mosquitoes in the 
fall is as yet unanswered. It was suggested 
a few years ago that there was a continuous 
bird-mosquito-bird cyle in warmer climates 


Oklahoma State Medical Association 
Annual meeting, April 20-22 


The Oklahoma State Medical Association An- 
nual Meeting has been scheduled at the Mayo 
Hotel in Tulsa, April 20-22, with an outstanding 
list of 14 guest speakers, scientific exhibits, medi- 
cal motion pictures, physicians’ hobby show and 


throughout the year, with a seasonal invasion 
of the more northern areas through the me- 
dium of migrating birds. Recent investiga- 
tions have tended to disprove this theory. 
There possibly is an overwintering mechan- 
ism that maintains the virus endemically in 
a given area all year around. Recently the 
virus has been isolated from mosquitoes hi- 
bernating during December in abandoned 
mines in Boulder County, Colorado. Within 
certain limits lower temperatures increase 
the life span of the mosquito, and may pos- 
sibly also change the survival time of the 
virus. 


Summary 

Western equine encephalitis is an acute 
viral central nervous system disease occur- 
ring usually during the late summer. It is 
characterized by an abrupt onset with fever 
and convulsions in infants, and by a more 
gradual onset with occipital headaches, fever, 
general malaise, lethargy, and at times coma, 
in the older child. Pleocytosis is a pertinent 
spinal fluid finding, usually with a predom- 
inance of polys early in the acute phase and 
predominance of lymphocytes during conva- 
lescence. The spinal fluid sugar is normal, the 
protein normal or increased. Therapy is 
symptomatic and supportive. The younger 
the patient the higher the incidence of se- 
quelae. The lesions produced in the central 
nervous system have a strong tendency to 
involve the extracortical gray matter. The 
principal vector of the disease in this area 
is the mosquito Culex tarsalis. The natural 
hosts are wild and domestic birds. Horse and 
man are incidental victims of the disease. ® 


golf tournament. 

Physicians are invited to attend this well- 
rounded program which will feature entertainment 
at its best. A name band has been engaged to play 
at the President’s inaugural dinner dance. 

For further information contact the Tulsa 
County Medical Society, Medical Arts Building, 
Tulsa 19, Oklahoma. 
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This killer-cancer remains our 

most serious problem among the 
malignancies. The same fatalistic 
inertia that plagues our civil defense 
program plagues our progress 

with early diagnosis in gastric cancer. 


Be alert and persistent! 


CANCER OF THE STOMACH caused 24,258 deaths 
in the United States in 1950. This figure is 
greater than the population of Boulder, Colo- 
rado, during the same year. More deaths are 
attributed to cancer of the stomach than to 
cancer of any other part of the gastrointes- 
tinal tract. According to Livingston and Pack, 
deaths from gastric cancer exceed those from 
all malignancies of the lip, tongue, cheek, 
tonsil, pharynx, larynx, salivary glands, thy- 
roid, male and female breast, ovary, uterine 
cervix and corpus uteri combined. Thus, 25 
to 40 per cent of all cancer deaths, 17.5 per 
cent of cancer deaths in the United States, 
and 50 per cent of the cancer deaths in Japan, 
are caused by gastric cancer. These over- 
whelming figures indicate that this is the 
greatest cancer threat facing the world to- 
day. It is a challenge that will require all of 
our diagnostic and therapeutic resourceful- 
ness until a specific means to combat malig- 
nant disease is developed. 


History 
The problem of cancer of the stomach has 


*One of two prize essays presented by senior medical students 
at the University of Colorado Medical School for the annual 
meeting of the Waring Society (1957-1958). 

References were not included because of space limitations. 
They will, however, be included with reprints. 


for Apri, 1959 


Gastric cancer’ 


Robert B. Sawyer, M.D., Denver 


plagued members of the healing profession 
throughout medical history. Gastric cancer 
was first clearly described by Avicenna, a 
Persian, in the 10th century, although Hip- 
pocrates had previously recognized the omi- 
nous significance of black vomiting. Mor- 
gagni, in 1761, wrote the first detailed memoir 
on gastric cancer. Detailed clinical descrip- 
tions of gastric cancer started appearing 
around the 1800’s, with outstanding writings 
by Laennec and G. L. Bayle. There was a 
book in 1821 by Nepveu stating that gastric 
cancer was a result of chronic gastritis. In 
1842, Golding Bird demonstrated the lack of 
free HCl in vomitus of patients with gastric 
cancer. In these writings of 100 years ago, fre- 
quent reference is made to the difficulty in 
differentiating benign from malignant gastric 
ulcers. Mikulicz, who died with gastric can- 
cer, introduced the gastroscope in 1881—the 
same year that Billroth performed the first 
successful gastric resection. In 1911 the use- 
fulness of roentgenography and fluoroscopy 
in diagnosing gastric cancer was demonstrat- 
ed. Two of these contributors, Barclay and 
Carmen, died with gastric cancer. 


Gloomy statistics 

We were, at the beginning of the 20th 
century, armed with the tools to attack this 
disease. We had methods to diagnose its pres- 
ence and treat it. Why, then, is our batting 
average so poor in 1958? The reason lies in 
the basic nature of the disease and the organ 
that it involves. The outlook for patients with 
this disease is depressing. In the period 1940- 
1949, at the Mayo Clinic, for every 100 pa- 
tients there were 80 laparotomies, 44 resec- 
tions of the stomach with 14 five-year sur- 
vivors. Wangensteen noted that 75 per cent 
of patients who came to surgical operation 


75 


yn 

e- 

a- 

y. 

in 

i- 

d 

in 

S- 

1e 

e 

is 

e 

r, 

i, 

it | 

d 

e 

1 4 
| 

| 

| 


had positive nodes at operation; of these, 10 
per cent lived five years. Contrast this to the 
50 per cent of patients with cancer limited 
to the stomach without positive nodes who 
survived five years. 

It has been estimated by L. W. Guiss that 
about 20 per cent of all persons who develop 
gastric cancer are never admitted to any hos- 
pital and die with no chance for cure. Esti- 
mates from autopsy material suggest that 
20 to 30 per cent of non-operated patients 
with gastric cancer came to autopsy with 
theoretically resectable lesions. The spread 
of gastric cancer is usually early. One series 
(Horn) showed 33.5 per cent distant metas- 
tasis at exploration. The average life span 
after onset of symptoms in untreated cancer 
in one series of 288 cases from the British 
Ministry of Health was 12.2 months. The aver- 
age five-year survival with and without treat- 
ment is 7-8 per cent. 

This gloomy picture has led some physi- 
cians to take such a fatalistic attitude toward 
gastric cancer as to conclude that it is a 
surgically insoluble problem. They rational- 
ize that biologic predeterminism is the gov- 
erning factor in curability and that the 
“natural selection” by duration of symptoms 
is the best indicator of resectability. There is 
much opposition to this type of negativistic 
approach to the conquest of disease, but the 
fact that this attitude does exist reflects the 
disappointing results obtained in the treat- 
ment of gastric cancer. The multiplicity of 
problems involved with gastric cancer is best 
considered by first discussing the various 
pathologic entities which constitute malig- 
nancy of the stomach. 

The vast majority of malignancies of the 
stomach originate in the mucus-secreting 
cells of the stomach. Histologically, most are 
infiltrating cancers with productive fibrosis; 
a common type is mucinous carcinoma (sig- 
net-ring type). Another type, although less 
common, is a well-differentiated adenocar- 
cinoma with atypical glandular patterns. 
Mucinous cancer has a statistically less favor- 
able prognosis. About 75 per cent of gastric 
cancers (Mulligan) infiltrate directly into 
adjacent organs or soft tissues. The perito- 
neum is involved in 70 per cent, pancreas in 
30 per cent, liver in 15 per cent, intestines in 
10 per cent, and spleen in 5 per cent. Metas- 
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tasis develops as follows: regional lymph 
nodes, 85 per cent; liver, 53 per cent; lungs, 
25 per cent; ovaries, 10 per cent; bones, 8 
per cent; adrenals, 7 per cent; kidneys, 3 per 
cent; spleen, 2 per cent; heart and thyroid, 
1 per cent each. 


Classification, types I to III 


From a clinical point of view, the histo- 
logic classification of gastric carcinoma is of 
little value; therefore, in discussing cancer 
of the stomach the Borrman classification is 
used. This is a gross descriptive morphologic 
classification which is simple and easy to use. 

Borrman’s type I carcinoma is the super- 
ficial spreading type. This is usually limited 
to the mucosa, may have pedunculated or 
sessile nodules, and is frequently associated 
with superficial ulcerations. It is considered 
by many as the cancer in situ of the stomach, 
and may extend widely over the stomach or 
may arise in multiple microscopic areas. 
Grossly, the mucosa may appear normal. In 
50 per cent metastasis is found at operation. 

Type II is gastric cancer arising in a pre- 
vious chronic ulcer. This is a controversial 
type, but the consensus seems to be that 
some cancers do develop in chronic gastric 
ulcers. There are seldom enough early 
changes to tell macroscopically if they are 
malignant. As the lesion ages, the old ulcer 
tends to be obliterated and replaced by tumor 
tissue with the base being replaced last. In 
order to make this diagnosis, Akerman and 
Regato state several histologic criteria. These 
are: 

1. The base of the ulcer must be devoid of 
cancer. 

2. The muscularis is destroyed by dense 
fibrous tissue. 

3. The floor of the ulcer must be com- 
posed of scar and granulation tissue. 

4. The ends of the muscle must be bent 
upward into the ulcer margin and be sharply 
demarcated against the connective tissue at 
the base. 

5. There is often fibrous thickening of the 
serosa. 

6. The small arterioles are obliterated. 

7. Cancer occurs in the margins in single 
or multiple zones. 

Type III is the ulcerating carcinoma, 
which usually has shallow edges that slope, 
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but do not overhang. There is extensive sub- 
mucosal infiltration surrounding the ulcer— 
this sometimes is nodular. The muscularis is 
partially or completely replaced by tumor 
and, histologically, there is no evidence of a 
previously existing chronic ulcer. The tumor 
infiltrates all layers of the stomach and is 
present throughout the ulcer bed. As the 
cancer enlarges, the ulcer increases in size 
and the tumor tends to spread submucosally. 


Classification, types IV to VII 


The next group, or type IV, is the polyp- 
oid cancer which usually develops in a 
gastric polyp. This may occur in either the 
congenital, neoplastic type, which is ade- 
nomatous, on a definite stalk with normal 
mucosa between, or the inflammatory hyper- 
plasia or pseudopolyp, which is flatter, has 
no definite stalk, is immovable and shows 
no invagination of muscularis mucosae. 
Sometimes early cancerous change can be 
recognized or suggested in a polyp. Polypoid 
carcinomas are usually well delineated and 
grow mainly in the lumen of the stomach. 
When they are located in the cardiac area 
they may reach a large size without showing 
symptoms since they do not obstruct and the 
stomach is so distensible. 

Polypoid cancer with moderate invasion 
is type V. This is nothing more than an 
advanced stage of the polypoid, or type IV. 
It has the characteristics of invasive cancer 
with poorly defined margins and the degree 
of cancer replacement can vary markedly. 

Type VI is the linitis plastica, or “leather 
bottle,” variant. This demonstrates, in addi- 
tion to the carcinoma, a thickened fibrous 
wall with hypertrophy of the muscularis and 
bands of fibrous tissue coursing through the 
stomach wall. The result is a rigid and con- 
tracted stomach wall with the mucosa fixed 
to the submucosa or muscularis. 

Type VII, or advanced cancer, is the final 
group, which contains the greatest proportion 
of stomach tumors. This group is composed 
of malignancies which are so far advanced 
when identified that the original type cannot 
be determined. 


Other gastric malignancies 


The above classification covers the car- 
cinomas which constitute the vast majority 
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of malignant stomach tumors. However, there 
are, in the stomach as elsewhere in the 
body, malignant tumors of the soft tissues; 
of these, the lymphosarcomas are most fre- 
quently found. There are three gross types 
of lymphosarcoma, the most common being 
the large, soft, lobulated mass growing with- 
in the lumen of the stomach. The second type 
is composed of disc-like areas on the stomach 
wall. The third type consists of diffusely in- 
volved, giant rugae. 

The next most common malignant tumor 
of the stomach is the leiomyosarcoma which 
arises from the muscularis. It presents with 
the same gross characteristics of a benign 
leiomyoma with the exception that it is softer 
and more cellular. Other sarcomas of soft 
tissues—those of fibrous tissue and vascular 
tissue—are quite rare. 


Metastatic spread 


The most important factor involved in 
evaluating these tumors is the extent of me- 
tastatic spread. The primary method of 
metastatic spread of gastric carcinoma is 
through the lymph channels. The proportion 
of node metastasis is related to the differen- 
tiation of the tumor, the depth of invasion by 
the tumor and the carefulness of the patho- 
logic examination. The chance of malignancy 
being found in any given node is unrelated to 
its size, or consistency to the palpating finger. 

The wall of the stomach has four main 
interstitial lymphatic networks which freely 
intercommunicate with each other and to a 
lesser degree with those of the esophagus and 
duodenum. These are a mucosal network, a 
submucosal network, an intermuscular net- 
work and a subserosal network. The first 
three drain into the subserosal network which 
is, itself, drained by the major lymph chan- 
nels. 

There are three major channels of lymph 
drainage from the stomach. Each of these 
drains definite areas, although the overlap- 
ping is of such magnitude as to make the 
prediction of lymphatic metastasis unreward- 
ing. These channels follow the course of the 
blood supply. One consists of the chain of 
nodes along the left gastric artery which 
drains the medial two-thirds of the stomach, 
including one-half of the greater curvature 
and the area around the cardia. This channel 
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drains into the nodes around the celiac axis 
and also into the juxta-esophageal nodes and 
the subperitoneal lymphatic network of the 
diaphragm. Next is the splenic artery chain. 
This drains all of the fundus, down to the 
middle of the greater curvature except for 
the portion drained by the left gastric artery. 
The third channel is the hepatic chain of 
lymph nodes which drains the lower half of 
the lesser curvature, the pyloric area and 
the right gastro-epiploic area. This drains, 
mainly, into the hepatic nodes, but also into 
the infrapyloric, retropancreatico-duodenal 
and occasionally the superior mesenteric 
nodes. 

Another method of metastasis is by local 
extension; this is less common than through 
lymphatic channels. Here the tumor extends 
through the sérosa, into the diaphragm, the 
pancreas, the splenic hilus or the transverse 
colon. These two modes of spread are often 
combined. Other areas to which metastasis 
occurs include the peritoneum, liver, lungs, 
ovaries, bones, adrenal glands, rectal shelf, 
and occasionally the kidneys and spleen. 


Etiology 


The etiology of this many-sided disease 
is, for the most part, obscure. There are cer- 
tain conditions, however, which seem to have 
some pre-disposing implications, and there 
are some experimental ideas which attempt 
to break the barriers of causation. 

Almost universally accepted is the pre- 
disposition toward cancer of the stomach 
shown by people with pernicious anemia. 
Estimates of occurrence of gastric cancer in 
patients with pernicious anemia range from 
three to 14 times the normal incidence in 
the same age groups. All of these patients 
have achlorhydria, which itself is a common 
though not necessary finding in persons 
with gastric cancer. It has become common 
practice to closely follow patients with per- 
nicious anemia radiologically for the appear- 
ance of early malignant changes. 

Another lesion which is well accepted as 
pre-cancerous in nature is the gastric polyp. 
Almost all patients with polyps, again, have 
achlorhydria or hypochlorhydria. Since polyp- 
oid carcinomas comprise a relatively small 
portion of gastric malignancies, it is doubtful 
that the polyps predispose to a large number 
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of cancers. However, the polyp offers a tool 
for evaluating factors which may be im- 
portant in the etiology of some cancers. 
Barnett, et al. attempted to determine 
whether the mucosa is polypoid because it is 
abnormal or whether it is abnormal because 
it is polypoid. They produced artificial polyps 
and after prolonged periods, these polyps de- 
veloped an atrophic type of gastritis. This 
seems to be indicative of possible environ- 
mental factors involved in gastric cancer. 


Chronic gastritis and chronic ulcers 


Chronic gastritis is considered by some to 
be pre-malignant. This is controversial. Since 
there is mixed opinion as to what the term 
“chronic gastritis’ means, it is difficult to 
evaluate statistics in relation to this entity. 
Many write of “hypertrophic” gastritis, 
characterized by prominent rugae, as being 
a predisposing factor to cancer. There is no 
evidence that this is a true “gastritis” in the 
inflammatory meaning of the word. However, 
if a patient presents prominent rugae with 
anemia, achlorhydria, melena and is in the 
cancer age group, cancer of the stomach must 
be kept foremost in consideration. 

The chronic gastric ulcer is considered by 
many to predispose to malignancy. This is a 
highly controversial point with well-qualified 
people on either side, some stating that ulcers 
of a chronic nature may degenerate into 
cancer, others feeling that all malignant 
gastric ulcers were malignant from the start 
and that gastric malignancy and gastric ulcer 
are two different and unrelated diseases. This 
is a point which is highly academic. The im- 
portant point to me is the fact that one cannot 
accurately differentiate benign from malig- 
nant and that any gastric ulcer is a cause 
for alarm and requires action of some type. 


Heredity 


Hereditary predisposition has evidence 
from different sources which, taken individ- 
ually, prove nothing, but when combined 
seem to indicate that there is a definite ge- 
netic factor involved in gastric cancer. Evi- 
dence for this consists of (1) the preponder- 
ance of gastric cancer in certain racial groups, 
most prominent of which are the Japanese, 
(2) the statistical association with blood 
groups, type A being most frequently asso- 
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ciated and type O the least, (3) an interesting 
observation made by Macklin, who found 
five times the expected rate of malignancy 
among relatives of gastric cancer victims 
than in the normal population. 

Other groups have studied the effects of 
possible carcinogens on the stomach. One 
group used food dyes, overheated fat, car- 
cinogenic hydrocarbons and heated foods. 
Their results revealed no true malignant 
changes, but did demonstrate that many food 
substances contribute to the occurrence of 
chronic gastritis. 

A group in New York state has attempted 
to correlate occupation with gastric cancer. 
This is interesting but not conclusive. It 
shows some statistical relationship between 
dust and gastric malignancy. 

Early diagnosis 

The next consideration, diagnosis, is the 
most important, for as things stand today, 
early diagnosis is the only realistic possibility 
that we have for a cure. Osler realized this 
in 1900 when he stated that “A hopeful out- 
look for gastric cancer depends on (1) early 
diagnosis and (2) adequate operation.” 

Many weird and many wonderful diag- 
nostic measures have been developed to aid 
in the detection of gastric carcinoma, but still 
the most important and significant is the 
physician’s clinical acumen. The majority of 
gastric cancers are non-painful, although the 
patient may have early symptoms of vague 
epigastric uneasiness, especially after meals 
and associated with distention and epigastric 
heaviness. Usually there have been no gastro- 
intestinal problems antedating these minor 
and vague changes. In patients with previous 
gastrointestinal symptoms, a recent change 
in these symptoms may well be of signifi- 
cance. Weight loss and decrease of appetite, 
particularly an appetite for meat, often pre- 
cede the more definite signs. These are fol- 
lowed and/or accompanied by easy mental 
and physical fatigue associated with a sec- 
ondary anemia. Cancer may be found after 
periodic ulcer pain has been treated medical- 
ly. Pain may be present and its nature often 
reflects the location of the lesion. Pain ac- 
companied by dysphagia and radiating to the 
base of the neck, arm or precordia indicates 
cardiac location. Vomiting and obstructive 
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symptoms are associated with prepyloric le- 
sions. Pain is more frequent with involve- 
ment of the lesser curvature, while the 
greater curvature is usually silent in respect 
to symptomatology. Some cancers are so 
silent that they go unnoticed until metas- 
tases are present. These are manifest by an 
epigastric mass, ascites, jaundice, supracla- 
vicular nodes, nodular liver, rectal shelf le- 
sions and occasional dyspnea from lymphan- 
gitic lung metastases. In the terminal stages 
there may be marked weight loss, severe 
pain, bleeding, great weakness and jaundice. 

Early physical examination usually re- 
veals little. As the disease progresses, an 
abdominal mass or epigastric tenderness may 
be found. Emaciation becomes pronounced 
late in the disease. This is about the limit of 
diagnostic information that can be obtained 
without laboratory aid. Routine complete 
blood count often shows iron deficiency ane- 
mia and often there is occult blood in the 
stools. 


X-ray 

. Probably the most important examination 
in determining cancer of the stomach is the 
upper gastrointestinal series. Roentgenologic 
diagnosis varies from 72 to 96 per cent in 
accuracy and is the most dependable clinical 
test available. It is most important that the 
radiologic examination include fluoroscopic 
observation so that functional abnormalities 
may be seen. Significant changes to be noted 
are (1) filling defects, (2) altered pyloric 
function, (3) altered cardiac function, i.e., 
rigidity or obstruction, (4) hypermotility, 
(5) segmental absence of peristalsis, (6) de- 
creased mobility of the gastric wall, (7) 
decrease in the size of the stomach, (8) anti- 
peristalsis, (9) defect in walls without radiat- 
ing folds, (10) widening between the gas 
bubble and diaphragm, (11) soft densities 
in the cardia outlined by the gas bubble, (12) 
the so-called “meniscus” sign, and (13) ab- 
sence of rugal markings. 

On the basis of accuracy in roentgenologic 
diagnosis, it has been suggested that a survey 
similar to that carried out for chest disease 
be undertaken for gastric cancer. The im- 
practicability of this has been noted by 
Eusterman and Balfour, who estimate that, 
if only persons over 40 years of age were 
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examined every three months (the ideal in- 
terval), it would require the efforts of 1,917.6 
roentgenologists, examining a stomach every 
two minutes for eight hours steadily every 
day of the year, including Sundays and holi- 
days. 

Some radiologists have suggested a means 
of obtaining survey stomach films in a way 
which requires less of the radiologist’s time 
and still maintains the ability to observe 
the function of the stomach. This is called 
photofluorography and is a method of taking 
movies of the stomach “in action.” Other 
radiology groups have used image tubes to 
decrease the amount of radiation needed for 
fluoroscopy and, by attaching a 16 mm. movie 
camera, have been able to obtain cheap fluor- 
oscopic movies which can be reviewed at a 
time convenient for the radiologist. 

While general population surveys are im- 
practical, the periodic roentgenologic exam- 
ination of patients with pernicious anemia, 
mild symptoms, achlorhydria, hypochlorhy- 
dria, unexplained anemia, occult blood, and 
known polyps, is necessary. The only way to 
obtain an early diagnosis is to do diagnostic 
studies while the symptomatology is still 
vague. 

The gastroscope is useful in good hands, 
but the detection of the lesion is obtained 
with no greater accuracy than with upper 
gastrointestinal roentgenologic studies and 
involves relatively more discomfort to the 
patient. It is useful for more accurately evalu- 
ating the nature of a lesion which is already 
known. 


Cytology 


Another diagnostic procedure which is 
gaining in value is the study of exfoliative 
cytology by the Papanicolaou technic. Va- 
rious methods have been devised for obtain- 
ing material in suspected cases and it now 
appears that the most successful is the use 
of the abrasive balloon. With this technic, 
Papanicolaou obtains an accuracy of 88.2 per 
cent. This is less accurate than roentgenologic 
examination, requires specialized technics, 
and involves much time of trained personnel. 
The possibility of using this as a screening 
test, as in cancer of the uterine cervix, is 
remarkably intriguing, and an accurate, sim- 
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plified method of obtaining specimens would 
be valuable. 

Although the tests mentioned are all de- 
finitive and diagnostic, there are other tests 
which are not specific but are suggestive. 
Historically and probably the most practical 
of these is the gastric analysis. There is a 
markedly increased incidence of cancer in 
the group of people with low or absent gastric 
acids, although there are definite physiologic 
changes in the amount of gastric acidity as 
the population ages. This still is valuable 
knowledge to have, and with the advent of 
Segal’s method of tubeless gastric analysis, 
using the Azure A resin compound, this in- 
formation is fairly easy to obtain. The tube- 
less method agrees highly with the conven- 
tional methods of gastric analysis and is in- 
terfered with only by pyloric obstruction, 
impaired small bowel absorption, hepatic dis- 
ease and impaired urinary function. This 
method is useful in determining which group 
should receive more intensive study or 
screening. 

Another diagnostic possibility which is 
being investigated more recently is the uro- 
pepsin excretion in the urine. Uropepsin is 
derived from the pepsinogen secreted into 
the blood stream and represents a constant 
fraction of the pepsinogen produced by the 
chief cells. The extent of the disease is re- 
flected in the lowness of the values. This is 
expensive and at present not accurate enough 
to be of value as a screening test, but as tech- 
nics develop, it may become an accurate, 
practical aid. Another diagnostic measure at 
present undergoing clinical evaluation is the 
electrogastrogram, which records the electri- 
cal and mechanical activities of the stomach. 
This is interesting but at present not prac- 
tical. 

The necessity for early diagnosis and the 
lack of early symptoms make necessary some 
type of screening procedure. At present the 
best method is to follow closely those patients 
over 50 years of age who have hypochlor- 
hydria or achlorhydria. 


Surgery 


The treatment of cancer of the stomach 
today is surgical, with the basic principles 
of cancer surgery required. The radical ap- 
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proach with excision of all of the paths of 
spread is the only hope at present for cure. 
If the lesion does not involve the proximal 
portion, the choice of total or subtotal gas- 
trectomy is a question of some debate. Sec- 
ond-look operations and statistical compar- 
ison between total and subtotal results reveal 
that a radical subtotal gastrectomy is an 
adequate operation. In this condition, a suffi- 
cient subtotal gastrectomy consists of a block 
dissection of the distal 90 per cent, with all 
of the lesser curvature and all but 5 to 6 
per cent of the greater curvature, the greater 
omentum, the first part of the duodenum, 
the spleen, lesser omentum, tissues around 
the left gastric arteries, paraesophageal nodes, 
infrahepatic nodes and subgastric nodes. 
Failure of the excision is usually a result of 
malignancy being left behind in the lymph 
nodes and not usually a result of malignancy 
being left in the gastric remnant. Tumors in 
the proximal portion of the stomach require 
total gastrectomy and those involving the 
cardia necessitate gastro-esophagectomy. If 
the local spread of the malignancy has in- 
volved adjacent organs without evidence of 
distant metastasis and the surgeon feels he 
can “get around” the lesion, he should not 
hesitate to excise portions of the colon, liver, 


or pancreas in an attempt to obliterate the 
cancer. 


When to operate 


The choice of operation is not as contro- 
versial a factor as is the choice of when to 
operate. This question usually arises con- 
cerning the gastric ulcer. Indications for sur- 
gery on gastric ulcers have been stated as 
follows: (1) any gastric ulcer of short dura- 
tion in a patient over 50 years of age, (2) any 
ulcer over 2.5 cm. in diameter, (3) no free 
hydrochloric acid, (4) any ulcer on the 
greater curvature, and (5) chronic or recur- 
rent ulcer on the lesser curvature. 

This is not an aggresive enough approach 
if we are to cure cancer of the stomach. It is 
felt that cancer occurs in 10 to 20 per cent of 
gastric ulcers considered to be benign, and 
that malignant gastric ulcers may heal in 
response to medical therapy. It has been esti- 
mated that indiscriminate medical treatment 
of gastric ulcers results in about a 10 per cent 
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mortality while operative mortality is from 
1 to 3 per cent. If the ulcer in the stomach is 
to be treated by medical means it is necessary 
that the patient be followed extremely closely 
with periodic upper gastrointestinal series 
and immediate surgical intervention if the 
ulcer recurs or if any symptoms persist. 

In respect to palliation, operation should 
be undertaken if the condition of the patient 
permits. A large mass in the abdomen may 
not indicate inoperability and, if a palliative 
resection can be performed, the possibility of 
the patient remaining more comfortable is 
increased. 


X-ray therapy 


Roentgen therapy is, for the most part, 
discouraging, but some carcinomas may re- 
spond and almost all lymphosarcomas do 
respond. It is worth the trouble to attempt 
treatment of these people, hoping that some 
amelioration of obstructive symptoms can be 
obtained. 

Cancer of the stomach is as dread a disease 
today as it ever was. The surgeons are con- 
sidering more cases operable and more cases 
resectable every year, but the five-year sur- 
vival is not increasing in proportion. All of 
the technical surgical advances are of little 
value if the malignancy is being attacked too 
late. The only possible present-day cure de- 
pends on early diagnosis, because the survival 
rate for cancer without involved nodes is 50 
per cent. In most diseases, diagnosis presents 
little problem and advancement comes only 
with new methods of treatment. We now 
have a satisfactory treatment for stomach 
cancer, but advancement can come only with 
improved diagnosis. 


Lethargy 


The biggest problem lies in the inertia of 
the medical profession toward this disease. 
Symtomatic treatment of mild gastrointes- 
tinal disorders without adequate diagnostic 
work-up and the bold sale of patent medi- 
cines to the public for “excess gastric acid- 
ity,” aid in the latent period before the 
diagnosis of stomach cancer is made. To treat 
this disease, we must be more persistent in 
our diagnosis by intense questioning of the 
patients. Those with the predisposing factors 
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of old age, achlorhydria, pernicious anemia, 
chronic ulcers and the like, should be fol- 
lowed closely. We must be more radical in 
our approach to surgical intervention. 


If we take this more aggressive attitude 
toward gastric cancer, we can place it within 
the range of curability until the day of a true 
medical cure for cancer arrives. ® 


Open reduction of 
tibial fractures 


using stainless steel screws 


Robert Barnard, M.D., and J. Sterling Baxter. M.D.. Aspen, Colorado 


In orthopedics, having a screw loose 
is not recommended when a 

solid fixation is desired. 

An excellent summary of the handling 


of a common ski injury. 


THE AUTHORS REALIZE that cases for open re- 
duction of the tibial fracture must be chosen 
carefully to assure that this method of treat- 
ment will give the desired result. There are 
inherent risks involved in surgically opening 
a fracture site. The advantages of so doing, 
however, in certain selected cases far out- 
weigh the calculated risk. 

The following opinions are derived from 
150 cases done over a period of seven years. 
Of these 150, we have confirmed the results 
of 50 cases done within the past two years 
and find no instances of osteomyelitis or non- 
union of the tibia. In a small per cent of the 
50 cases, screws were removed due to aseptic 
necrosis of the surrounding bone or excess 
deposition of calcium over the screw head. 

One of the obvious advantages of open 
reduction for tibial shaft fracture is that it 
allows perfect anatomic restoration of bone 
fragments. In closed reduction it is extremely 
difficult to achieve this anatomic reduction 
because of intervening soft tissue between 
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bone fragments. The basis of good fracture 
healing is immobilization of all large bone 
fragments as completely as possible. This is 
made feasible by use of stainless steel screws 
joining large bone fragments. Since these 
screws are threaded all the way to the head, 
as in a metal screw, it is important to have 
the bone fragments clamped tightly together 
before the screw is put in place. Because of 
the nature of its structure this screw has no 
ability to pull bone fragments together as 
it is tightened. Osteogenesis can then pro- 
ceed more rapidly because the defect is small 
and the bone fragments are held immobile. 

While some surgeons recommend the use 
of an electric power drill for drilling the 
screw holes, a hand drill has many advan- 
tages. With a hand drill, overheating of ad- 
jacent bone and its possible deterioration is 
avoided. By counter-sinking screw heads we 
have been able to minimize irregular callous 
formation at the site of the fracture. A mini- 
mum projection is desirable, of course, be- 
cause the greater the degree of projection, 
the greater the amount of callous formation 
over the screw head. The authors also feel 
that the less periosteum stripped from the 
bone at the fracture site the better and 
quicker the healing of bone is in that area. 

Screws should be placed as nearly as 
possible at right angles to the line of fracture 
rather than to the cortex of the bone. This 
technic avoids the tendency of the bone 
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fragments to exert a shearing force against 
the screw. The above statement must be 
qualified in that as the line of fracture ap- 
proaches or exceeds an angle of 45 degrees 
with the bone cortex, we feel that it is not 
so important that the screw be placed per- 
pendicular to the line of fracture since the 
shearing force is not so great in such a case. 

Again, we have found that open reduction 
makes it possible for the patient to be ambu- 
latory sooner than if he were to be treated 
by traction or closed reduction. The dangers 
inherent in a tight cast can be avoided be- 
cause the cast may be split in case of exces- 
sive swelling without losing the reduction. 
In some cases it is necessary to remove the 
screws after the bone has healed, but in our 
experience this has been rare. 


Summary 

1. Cases for open reduction of the tibial 
shaft must be carefully chosen. 

2. Advantages of open reduction for frac- 
ture of the tibial shaft are restoration of 
anatomic position of bone fragments, more 
complete immobilization of bone fragments, 
early ambulation of the patient and avoid- 
ance of dangers inherent in a tight cast. 

3. Important points in the technic of open 
reduction for fractures of the tibial shaft are: 

a. Solid fixation of all large bone frag- 
ments. 

b. Hand drilling of screw holes. 

c. Counter-sinking of screw heads. 

d. Minimal stripping of periosteum. 

e. Placement of screws in relationship to 
fracture line. ° 


Clubbing and hypertrophic 


The “why” of clubbing remains 

a mystery but the “what, where 
and when” have been thoroughly 
investigated. The author 

reviews in detail 


this interesting subject. 


CLUBBING IS A CLINICAL SIGN that every doctor 
is taught to look for, but its significance, its 
relationship to hypertrophic osteoarthropa- 
thy, and the numerous pathologic conditions 
in which it occurs are often overlooked. Little 
is written in textbooks but there are many 
articles in the literature on clubbing. I have 


*One of two prize essays presented by senior medical students 
at the University of Colorado Medical School for the annual 
meeting of the Waring Society (1957-1958). 
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osteoarthropathy 


Richard L. Harvey, M.D., Denver 


reviewed recent ones to learn about clubbing 
and hypertrophic osteoarthropathy. 


History 


Clubbing or curving of the finger nails is 
not a recent observation. In about the fifth 
century B.C.—nearly 2,500 years ago—Hip- 
procrates wrote in describing a patient with 
an empyema of the chest, “In the first place 
the fever never stops, being slight during the 
day and more severe at night. Copious sweats 
occur. The patient has a desire to cough with- 
out bringing up sputum, the cheeks are 
flushed, finger nails bent, and fingers grow 
hot especially at the tip.” Nothing more was 
noted in the literature until 1832 when Pe- 
geaux described what is now known to be 
clubbing in a patient with pulmonary tuber- 
culosis. In 1889 von Bamberger wrote about 
a peculiar bone malady associated with club- 
bing and seen particularly in people with 
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pulmonary and cardiac pathology. In 1890 
Marie wrote extensively on this supposed 
bone disease and distinguished it from acro- 
megaly with which it had been confused. 
Since that time numerous persons have re- 
ported cases of hypertrophic osteoarthrop- 
athy. Milton Mendlowitz from the Mount 
Sinai Hospital in New York, has done the 
most study on the subject. 

Definition 

Clubbing of a finger or a toe may be 
defined as a usually painless, uniform en- 
largement confined to the terminal segment. 
Hypertrophic osteoarthropathy is an exten- 
sion of the process of clubbing to more prox- 
imal parts of the extremities. It takes its 
name from the striking enlargement of the 
bones caused by deposition of newly formed 
periosteal bone and from the accompanying 
joint disorder. 

Other names that have been used synony- 
mously with clubbing are watch glass nails, 
parrot beak nails, drum stick fingers, serpent 
head or clock pendulum fingers. The English 
call them the Hippocratic fingers. Similarly, 
many names preceded the establishment of 
hypertrophic osteoarthropathy such as Marie- 
Bamberger Disease, periostitis, toxigenic 
osteoperiosteitis ossificans and secondary 
osteoarthropathy. Marie originally called it 
hypertrophic pulmonary osteoarthropathy, 
but when it was found to occur in more than 
just pulmonary pathologic condition, the ad- 
jective pulmonary was dropped. At the pres- 
ent time clubbing and hypertrophic osteo- 
arthropathy are the accepted names for the 
disease. 


Classification 


Clubbing can best be divided into ac- 
quired, hereditary, unilateral, unidigital, 
clubbing with osteoarthropathy, and _ idio- 
pathic clubbing with osteoarthropathy. Ac- 
quired clubbing makes up by far the majority 
of cases, and these can further be subdivided 
into those associated with pulmonary disease, 
cardiac disease, gastro-intestinal disturbances 
and miscellaneous causes. 

Clubbing has been described with nearly 
all pulmonary, pleural, and mediastinal dis- 
eases. It is seen most commonly in empyema, 
lung abscess, bronchiectasis and pulmonary 
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tuberculosis, and less frequently in pneu- 
monitis, emphysema, and atelectasis due to 
obstruction. It is being noted more often in 
bronchogenic carcinoma, but rarely seen in 
metastatic carcinoma of the lung. It has been 
reported in cases of actinomycosis, blastomy- 
cosis, lung cyst, pulmonary syphilis, and in 
conditions such as Potts Disease, rickets, 
poliomyelitis, and traumatic chest deformi- 
ties. It is occasionally seen in carcinoma of 
the thymus, lymphosarcoma, malignant me- 
diastinal teratoma, neuroma, pleural fibroma 
and mesothelioma, vertebral sarcoma, and 
Hodgkins Disease. 


Cyanotic heart disease 


Clubbing is most commonly found in 
cyanotic congenital heart disease, but it is 
not found in the acyanotic type. It is seen in 
subacute bacterial endocarditis, particularly 
that confined to the left side of the heart. 
Recently a case of primary rhabdomyosar- 
coma of the heart, and another patient with 
a myxoid tumor of the right auricle were 
reported to have clubbing. Chronic congestive 
heart failure and even atherosclerotic heart 
disease may lead to clubbing. 

Clubbing is seen in hypertrophic biliary 
cirrhoses, less commonly in biliary cir- 
rhosis due to obstruction, and rarely seen in 
portal cirrhosis. It has been reported in cases 
of chronic malaria, amyloidosis involving the 
liver, and hemochromatosis. Disturbances of 
the gastrointestinal tract in which clubbing 
has been seen include chronic diarrhea, ame- 
bic dysentery, bacillary dysentery, intestinal 
tuberculosis, ulcerative colitis, regional en- 
teritis, multiple polyposis of the colon, car- 
cinoma of the colon, and steatorrhea. Patients 
with pyloric obstruction secondary to duo- 
denal ulcer or carcinoma, and gastrectasia 
have been reported to have had associated 
clubbing. 


Miscellaneous causes 


Miscellaneous causes of clubbing include 
post thyroidectomy Graves Disease, syringo- 
myelia, myelogenous leukemia, scleroderma, 
polycythemia vera, and chronic septic condi- 
tions such as cystopyelitis. However, it is 
somewhat questionable in these diseases, and 
another condition more commonly associated 
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with clubbing may have been overlooked. 

It seems possible that in some cases club- 
bing may be inherited as a Mendelian dom- 
inant trait. In 1888 Fraentzel reported a 
family of father, son, and daughter having 
clubbing. Freytag saw clubbing in a father 
and son in 1891 with no demonstrable cause. 
In 1933 Kayne and Freelich reported two 
families with three members each having 
clubbing without known cause, and Seaton 
in 1938 reported a father and two sons with 
clubbing. However, the father later died of 
carcinoma of the pharynx which may have 
been responsible for his clubbing. 


Unilateral clubbing 


Aortic arch, innominate, and subclavian 
artery aneurysms are the most common cause 
of unilateral clubbing. Rarer causes of uni- 
lateral clubbing are recurrent subluxation 
of the shoulder, carcinoma of the lung located 
at the apex and involving the sympathetic 
ganglia, and lymphangitis of the lower ex- 
tremity. 

A few cases of unidigital clubbing have 
been reported secondary to local trauma, sar- 
coidosis, felons, and tophaceous gout. Eight 
cases of chronic idiopathic osteoarthropathy 
and clubbing have been reported in the 
American literature, and 21 in the foreign 
literature. These cases have been primarily 
in males in the adolescent stage of develop- 
ment. Follow-up studies on these patients 
were not available to see if any of them 
developed diseases in which clubbing has 
been noted. 

Hypertrophic osteoarthropathy, although 
recognized as an advanced stage of clubbing, 
is seen much less frequently than clubbing. 
It is most often seen secondary to pulmonary 
pathology, but may be found in any of the 
diseases that lead to clubbing. Hypertrophic 
osteoarthropathy has occurred in rats, dogs, 
horses and lions. It also occurs without evi- 
dence of clubbing in the human. 


Clinical findings 

Clubbing occurs in infancy and in persons 
over 80 years of age. It seems to be more 
common in males, but this is probably due 
to increased prevalence in males of the dis- 
eases which lead to clubbing. Onset is usually 
insidious and the patient is frequently un- 
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aware of the changes in his fingers. However, 
they may be aware of increased rate of 
growth of their nails, or the hangnails which 
often occur with clubbing. Pain, burning, or 
warmth may occur in the tips of clubbing 
fingers; however, in most cases clubbing is 
asymptomatic. All evidences of clubbing are 
not found in every patient, the difference 
probably being due to the anatomical varia- 
tions in the finger tip. Usually the plane of 
the base of the nail makes an angle of about 
15 degrees with the dorsal plane of the bone 
of the distal phalanx, and any decrease in 
this angle may be considered evidence of 
clubbing. It is easier to measure the supple- 
ment of this angle, and when it gets to 180 
degrees, the fingers may be considered to be 
showing evidence of clubbing. All of the soft 
tissues of the tip of the finger show hyper- 
trophic changes. The nail is_ thickened, 
widened, and increased in length. It also 
shows an increase in both the sagittal and 
lateral convexity. An increase in the resili- 
ence of the nail base is present, particularly 
in young people. There is a necessity for fre- 
quent cutting of the nails due to increased 
rate of nail growth. Increase in the rate of 
growth of the cuticle leads to frequent paro- 
nychia. In older people the longitudinal ridg- 
ing of the nail may become more prominent, 
and the nails more brittle than usual. Com- 
plete necrosis of the nail has been reported. 
However, because of the wide variation in 
normal nail findings, careful evaluation of 
the changes must be made before deciding 
that there are abnormal changes in the nail. 


Description of changes 


The skin may hypertrophy and in so doing 
the eponychium may grow over the lanula 
of the nail. The skin over the tip of the finger 
is usually tight and shiny and the small 
creases in the skin over the nail bed are 
obliterated. Also, the skin over the nail base 
and volar surface may become flushed to a 
pinkish color, or the tip may be cyanotic. 

Soft tissue of the volar portion of the 
finger may show extensive hypertrophy 
which causes the clubbed appearance, and if 
the fingers are used a lot in working this may 
lead to a hyperextensibility of the terminal 
phalynx. Some observers think that clubbed 
fingers are longer than normal, the basis for 
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this being the fact that unidigitally clubbed 
fingers are longer than the other fingers. 

Clubbing of the toes usually goes with 
clubbing of the fingers. However, since a 
high proportion of normal toes tend to look 
clubbed, it is hard to evaluate appearance of 
the toes. Clubbing of toes is rarely seen with- 
out clubbing of fingers. 


Differential diagnosis 


In hypertrophic osteoarthropathy the pa- 
tient usually complains about pain and ten- 
derness along the distal portions of the long 
bones, particularly the tibia. This seems to be 
a burning type of pain that comes on acutely. 
The pain in the legs seems to be aggravated 
when the legs are in a lowered position. Pain 
seems to extend into adjacent joints and is 
made worse with movement of the joint. 
Frequently associated with the arthropathy 
is weakness of the extremity and hypertrophy 
of the subcutaneous tissues giving the ex- 
tremity a cylindrical appearance. The joints, 
particularly ankles and wrists, may develop 
effusions and show some limitation of mo- 
tion. Spontaneous fracture due to osteoporosis 
of a long bone may be the first sign of the 
osteoarthropathy. Sweating and a feeling of 
warmth may be present over the affected 
portion of the extremity. 

Because of the signs and symptoms of 
hypertrophic osteoarthropathy these patients 
are sometimes misdiagnosed as having rheu- 
matoid or infective arthritis. Less frequently 
they may be thought to have thrombophlebi- 
tis, congestive heart failure, a peripheral neu- 
ropathy, or acromegaly, and a primary lung 
lesion may be overlooked. However, careful 
evaluation of the patient should make it 
easier to make a diagnosis of hypertrophic 
osteoarthropathy. 


Incidence 


In recent years more and more cases of 
clubbing and osteoarthropathy are being re- 
ported. However, there still seems to be wide 
variation in the incidence of it in different 
diseases. It is well known that there is a high 
incidence of clubbing in cyanotic heart dis- 
eases. The Mayo Clinic reported a 6 per cent 
incidence of osteoarthropathy in 1,024 cases 
of pulmonary resection. However, when they 
broke their cases down they found that 51 
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per cent of the patients had pleural meso- 
thelioma, 9.5 per cent had bronchiectasis, 
17.6 per cent had lung abscess, 10 per cent 
had cysts, 5.2 per cent had carcinoma, and 
0.6 per cent had tuberculosis with osteo- 
arthropathy. Flavell in England found that 
50 per cent of his patients with operable 
carcinoma of the lung first had symptoms 
due to osteoarthropathy. Poppe reports a 25 
per cent incidence of clubbing in patients 
with tuberculosis, and 79 per cent in patients 
with lobectomies for bronchiectasis and lung 
abscess (103/109 cases). Pattison reports a 
case of a man with joint symptoms for five 
years prior to finding a pulmonary neoplasm. 
Berg reports 20 cases of pulmonary pathology 
who presented with arthralgia as the initial 
symptom. Shapario found that in 13 of 14 
cases of arthropathy the lung lesion was in 
the peripheral portion of the lung. Kennedy 
reports the youngest case of clubbing in a 
7% month old baby with a lung abscess. 

If the 50 per cent incidence of operable 
carcinomas of the lung has any validity it 
would seem that this would be a most valu- 
able sign to look for in the early detection 
of carcinoma of the lung. In any patient with 
clubbing and osteoarthropathy this should be 
a clue to look for some type of pathology in 
the patient, and one could start by ruling out 
chest diseases in which clubbing and osteo- 
arthropathy are most common. 

X-ray findings 

Radiologic findings may or may not be 
present. There may be asymptomatic roent- 
genographic changes indicative of hyper- 
trophic osteoarthropathy, or there may be 
symptoms suggestive of osteoarthropathy 
and no radiologic evidence to support such a 
diagnosis. The terminal phalanges do not 
usually show any more tufting than may be 
demonstrated in normal fingers. However, in 
advanced and long standing clubbing there 
may develop osteoporosis or complete re- 
sorption of the distal phalanx. 

The long bones, primarily the tibia, fibula, 
ulna and radius show more definite changes. 
Evidence of new periosteal bone can be seen 
along the shafts of the long bones with osteo- 
porosis of the cancellous portions and thin- 
ning of the cortex of the original bone. The 
periosteal formation is most pronounced at 
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the peripheral epiphysis and at the points of 
muscular insertions. A layering effect may 
be seen if there has been a history of exacer- 
bations and remissions of the underlying dis- 
ease. Periosteal proliferation is also seen with 
trauma, varicose veins, and syphilis, so these 
must be ruled out before the diagnosis can 
be made. 


Histo-pathology 


The pathologic changes in clubbing and 
hypertrophic osteoarthropathy can best be 
divided into four anatomical areas, the peri- 
osteum, cortex, joints, and the soft tissues. 

The periosteum becomes thickened and 
shows evidence of inflammation. This thick- 
ening can be divided into two layers, an in- 
ner layer consisting of swollen stellate cells 
with vesicular nuclei, and an outer layer of 
fibrous tissue with inflammatory cells. The 
degree of periosteal changes is not dependent 
upon the underlying cause, but it may vary 
with other locally existing conditions, such 
as varicose veins. At the tendon insertions 
there is a metamorphysis of tendonous tissue 
into fibro-cartilage. 

Deposition of subperiosteal bone and a 
fusion of this new bone with old cortical bone 
is seen. The demonstrable difference between 
these two types of bone is a slight decrease 
in the staining quality of the new bone. This 
is probably due to a decreased calcification 
of the new bone. This difference is not al- 
ways present. 

In patients with joint symptoms chronic 
synovitis and degenerative lesions can be 
demonstrated in the articular cartilages. 
Edema of subsynovial tissue is present with 
thickening of the walls of the small and 
medium sized blood vessels with an occa- 
sional thrombosis. Pallor of the cartilage 
matrix, and the total thickness of the carti- 
lage may be decreased with proliferation of 
fibrous tissue into the subarticular cartilage. 
In one case studied a pannus covering the 
patella was found. While these changes are 
similar to those seen in degenerative joint 
disease, they are more marked than would 
be expected in patients of the same age. 

Histopathologic changes in the clubbed 
finger are almost entirely limited to the soft 
tissues. Collagen tissue is swollen and in- 
creased, and the rete pegs enlarged with 
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narrowing of the epidermal papillae. A gen- 
eralized inflammatory cell infiltration into 
the tissues takes place. Walls of the small and 
medium sized arteries are thickened. Charr 
and Swenson have demonstrated with post- 
mortem arteriograms more numerous ar- 
teries and arterioles, the lumina are wider, 
and the ungual processes are covered with 
heavier networks of arterioles. Also, using 
infra-red photographs they were able to dem- 
onstrate a greater prominence and number 
of the superficial vessels in the clubbed 
finger. The periosteum of the terminal pha- 
langes, proximal phalanges, and the meta- 
carpals usually show minimal changes. 


Theories of pathogenesis 


The pathogenesis of this clinical finding 
is purely a matter of speculation and theories. 
If one is to think about all the conditions in 
which clubbing and osteoarthropathy occur, 
and then try to think of a common etiologic 
basis for clubbing, it is easy to become con- 
fused. 

Many theories have been proposed to ex- 
plain clubbing and hypertrophic osteoar- 
thropathy, but none, to my knowledge, has 
been adequately substantiated. One of the 
first theories was based on the assumption 
that some sort of toxin liberated from the 
diseased lung was responsible for clubbing. 
In an effort to verify this, material from a 
lung abscess was injected into rabbits per 
rectum, but this failed to produce any osteo- 
arthropathy. Compere injected dog lungs and 
produced lung abscesses, but no osteoarthrop- 
athy. The only successful experimental pro- 
duction of osteoarthropathy occurred in one 
of four dogs in which Mendlowitz anasto- 
mosed the left pulmonary artery into the left 
auricle. This produced a condition simulating 
cyanotic congenital heart lesions. However, 
with the experiment he showed that the 
theories of anoxia were without basis be- 
cause the oxygen transportation to the tissue 
and oxygen consumption by tissues remained 
normal. This was due to an increase in sys- 
temic blood flow of one liter. Mendlowitz 
suggests the possibility that excessive sys- 
temic blood flow may increase nutrition 
stimulating tissue proliferation. 

Studies on patients with clubbing and 
osteoarthropathy have added little to estab- 
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lish the pathogenesis of this disease. It has 
been found that the brachial artery and ante- 
cubital vein pressures are within norm:! 
limits. Measurement of blood flow through 
the distal phalanges has met with inconsis- 
tent results because of the wide variations 
in the normal, and the wide range of environ- 
mental changes which affect blood flow. 
Mendlowitz thinks that the blood flow is 
increased on the basis of some work done 
using a calorimeter and the following equa- 
tion: 

number of calories eliminated per minute 
Blood — 


difference in temp. of arterial and venous 
blood 


In one case he was able to show a decrease 
in blood flow to within normal limits after 
incision and drainage of a lung abscess. 


Sed rate and rouleaux formation 


A recent idea on the etiology of clubbing 
points out the fact that the sedimentation 
rate is elevated in all conditions leading to 
clubbing, or else cyanosis exists. Maurer 
postulates that local tissue anoxia results 
from a peculiar physical state affecting the 
red blood cells as evidenced by increased 
sedimentation rate. This is due to rouleaux 
formation of red blood cells which leads to 
decreased respiratory area of the red blood 
cells thereby leading to decreased oxygen 
exchange (in direct proportion to the size 
and fragility of the rouleaux). The resulting 
anoxia leads to vasodilation with the direct 
arteriovenous anastomosis used to accommo- 
date the rouleaux. He points out that club- 
bing does not occur in the anoxia of anemia 
because of the fragility of the rouleaux, and 
the increased cardiac output. He notes the 
absence of clubbing in such conditions as 
rheumatoid arthritis, Raynauds Disease, and 
Buergers Disease which have tissue anoxia, 
but in which blood flow and temperature are 
decreased (in contrast to the increases in 


those conditions which show clubbing). 

Other theories such as endocrine imbal- 
ance, elaboration of osteoblastic substances 
by mesothelial cells of the pleura, and capil- 
lary stasis in the finger tips have not been 
substantiated. Mendlowitz states, “increased 
peripheral blood flow would have to form 
the cornerstone of the new theory.” Thus 
clubbing and hypertrophic osteoarthropathy 
remain a pathogenic curiosity. 


Effect of treatment 


Even more puzzling is the response which 
patients with clubbing and osteoarthropathy 
get to treatment to their underlying disease. 
Spontaneous remission with removal of the 
lung pathology is most dramatic. There are 
case reports of patients almost totally crip- 
pled by the arthralgia of osteoarthropathy 
who on awakening after surgery for removal 
of their lung pathology are totally free of 
pain. And the clubbing recedes in six to eight 
months. Flavell reports on five cases of ter- 
minal carcinoma of the lung with distressing 
complaints of arthralgia on whom he oper- 
ated and did either a complete hilar division 
of the nerves to the lungs or a bilateral 
vagotomy. He obtained almost complete re- 
lief of all symptoms of arthralgia in all 
patients in the immediate post-operative 
period. He also did two thorocatomies alone 
with no relief of symptoms. Thus, another 
interesting facet of this disease is unexplain- 
able. 


Summary 


In summary it seems that one can say 
that clubbing and osteoarthropathy occur in 
a variety of different conditions, that club- 
bing may be a valuable sign in the early 
detection of carcinoma of the lung, and that 
it may go away with treatment of the under- 
lying disease. But why it comes, and why it 
goes as it does remains unexplainable at the 
present time. 
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Mouth cancer|treated with the 


combined (commando) operation’ 


Defeatism is not justified when radical 
surgery pays off, as indicated by 
respectable salvage rates after several 
years in cases otherwise hopeless. 
Results of the combined operation in 


the Rocky Mountain area are tabulated. 


ALTHOUGH MOUTH CANCER is not as common 
as many other forms, it is accessible to dis- 
covery and respectable salvage rates can be 
achieved. Since about 1940, there has been a 
recrudescence in the use of surgical technics 
designed to eradicate this disease. Because 
such a high percentage of these tumors me- 
tastasize to the regional (cervical) lymph 
nodes, successful ablation frequently involves 
removing both the primary intraoral lesion 
and these lymph nodes. The combined (com- 
mando) type of operation has been designed 
with these points in mind. 

Similar attempts have been made in the 
past but never achieved acceptance because 
of the high mortality and numerous compli- 
cations due to infection and difficulties in 
anesthesia. These disadvantages have now 
been largely conquered and the procedure 
can be carried out with an anticipated mor- 
tality of less than 3 per cent, and a hospital 
stay averaging 10-14 days. Such a triumph 
becomes merely a surgical stunt, however, 
unless it can be demonstrated that the orig- 


*From the Department of Surgery and Bonfils Tumor Clinic. 
University of Colorado School of Medicine, Denver. Presented 
at the 88th Annual Session, Colorado State Medical Society. 
September 24-27, 1958, Colorado Springs. 
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H. Mason Morfit, M.D., Denver 


inal hope of saving patients from death from 
cancer is borne out. 

This is a report of the end results on the 
first group of such cases so treated from the 
Colorado area. About 100 patients have now 
received the operation and 58 of them had 
been operated on three or more years ago 
and are available for analysis. Though some 
may question the validity of three-year end 
results, we believe it can be shown that with 
this particular type of cancer such a waiting 
period has real significance. 

Treatment failures, regardless of the 
method, nearly always die from failure of 
control of the disease in the primary site or 
regional metastatic deposits. Distant deposits 
in bone, lung, brain, etc., are revealed at 
autopsy in only about 20 per cent of the cases 
and usually then are found to be accompanied 
by obvious recurrence above the clavicle. Late 
recurrence showing up 5 to 10 or 15 years 
later such as occur in cancer of the breast 
and many other forms is not encountered. 
The precise mode of death is usually invasion 
of the airway, cervical esophagus and brach- 
ial plexus producing pain, sepsis, inanition 
and exhaustion with hemorrhage occasionally 
resulting in an abrupt termination. This is 
a mean way to die and the physician who 
sticks with such patients to the end becomes 
a ready convert to aggressive therapy to 
stave off such events. In this series, 73 per 
cent of the treatment failures developed re- 
currence during the first year, 19 per cent 
in the second year, and 8 per cent during the 
third year. No patient who remained free of 
disease for three years has as yet had recur- 
rence after this period, supporting the signifi- 
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TABLE 1 


Interval of recurrence of cancer 
following surgery in 26 treatment 
failures 


Recurrent cases within Ist 


postoperative year.............. 19 cases (73%) 
Recurrent cases within 2nd 

postoperative year.............. 5 cases (19%) 
Recurrent cases within 3rd 

postoperative year............. 2 cases ( 8%) 


No patient who stayed well for three years 
developed recurrent cancer in this series. 
The three-year cure rate is a valuable prog- 
nostic yardstick in these types of cancer. 


(Compiled May, 1958) 


cance of three-year end result reporting 
(Table 1). 


Choice of cases and types 


The combined operation lends itself to 
eradication of lesions developing at a variety 
of intraoral sites. Such series will, therefore, 
include a hodgepodge of tumors arising in 
different anatomic sites. In this series, cancer 
arising on the gum, floor of mouth, buccal 
mucosa, tonsil, tongue, lip, etc., are included 
(Table 2). 

Many invaded bone (a prime indication 
for selecting surgery over x-ray) and the 
majority of lesions would be adjudged ex- 


TABLE 2 


Anatomic location in 58 combined 
neck and jaw resections 


Gum 


Buccal mucosa ..... 
Pharyngeal wall - 
Skin of face ........ 


(Compiled May, 1958) 


tensive by any examiner. The average area 
of the primary tumor as measured on the 
excised specimens was 10 sq. cms. All were 
either squamous or epidermoid cancer. Oc- 
casional cases were too advanced when first 
seen to be operated upon but none of these 
was salvaged by other methods of treatment 
(x-ray). 

The intraoral primary tumor will some- 
times be found on such areas as the soft or 
hard palate where the anatomy is stacked 
against any attempt at “en bloc” or in con- 
tinuity removal with the lymph nodes. In 
such cases, the primary lesion is treated 
separately either by x-ray or surgery and 
attention is then directed to the cervical 
metastases. Generally speaking, however, 


every case is first evaluated as to whether 
the distribution of disease lends itself to the 
combined procedure since this has given us 
our best salvage. 


Fig. 1 A. Cancer of the gum and neck contents 
removed in combined operation. The right side of 
the mandible has been sacrificed up to the level 
of the canine tooth but the symphysis was pre- 
served giving an acceptable cosmetic effect. 


Rocky Mountain MEDICAL JOURNAL 


| 
| 
Floor of mouth ................ 4 
ig 
90 


Morbidity 

The lateral portion of the mandible can be 
sacrificed with acceptable cosmetic loss (Fig. 
1). Some loss of function must be accepted. 
Such patients continue to be able to chew 
provided they were not edentulous to begin 
with. Restoration of function with a dental 
prosthesis in the edentulous individual has 
been a disappointment despite much effort 
and ingenuity on the part of our dental col- 
leagues. These patients subsist on a soft diet, 
maintain their nutrition and accept this as 
part of the price for getting rid of their 
cancer. 


Fig. 1 B. Postoperative view of patient. 


If the primary lesion is found in the an- 
terior mouth (fortunately a relatively rare 
site) sacrifice of the symphysis menti is some- 
times required and this produces a much less 
favorable situation. Recently we have re- 
duced the number of such patients by means 
of marginal resection of the symphysis. Res- 
toration of full thickness mandibular defects 
with bone grafts has a limited place and is 
seriously handicapped by the fact that con- 
siderable soft tissue deficits together with 
bone deficit is usually mandatory to eradicate 
the growth. 
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End results 


From 1948 to 1955, a total of 58 operations 
was carried out. Three or more years have 
now elapsed since these patients were oper- 
ated on. In addition to these 58, other cases 
have been operated on since 1955 bringing 
our total number of such procedures to ap- 
proximately 100. This latter group, however, 
is not included in the figures because of in- 
sufficient lapse of time since treatment for 
analysis of end results. 

Since the analysis of our end results is 
directed toward answering the question of 
what is the curability of cancer of the oral 
cavity when it is so advanced that more 
limited therapy has been repeatedly proved 
to be of little value, we are, in this sense, 
reporting on a selected group of cases (i.e., 
those cases whose lesions were sufficiently 
advanced as to require the “commando” oper- 
ation). 

The entire group has been evaluated for 
the results obtained at the end of three years 
following definitive treatment. The end re- 
sults on all 58 cases operated on three or 
more years ago are shown in Table 3. 


TABLE 3 


Three-year end results in “commando” 
operations for mouth cancer 1948-1955 


Total number Of Cases 58 
Indeterminate (dead of other causes, 
no evidence disease) 
Treatment failures 
Died recurrent cancer ....................---- 24 
Operative mortality 
Living with recurrence .................. = 
Treatment euccesses . 26 


No evidence of disease three years post-op. 
Three-year “cures”—46.3 per cent. 


(Compiled May, 1958) 


Discussion 


At a time when the literature is seeing 
many articles casting doubt on the efficacy 
of the efforts to treat cancer, it is encourag- 
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ing to review one’s efforts and find them 
paying off. Reference to such terms as “bio- 
logic predeterminism” reflects some pessi- 
mism in this regard. The essence of this 
philosophy is that the fate of many cancer 
cases is already decided by the time diagnosis 
is made and that efforts to change this pre- 
destination by the therapist are useless. It is 
important to point out, however, that there 
does not exist any method by which the un- 
favorable lesions can be unfailingly dis- 
tinguished from the favorable ones. 

In the absence of such a capability, it is 
not justified to withhold attempts at cure. 
Furthermore, the proponents of “biologic pre- 
determinism” have never intended that the 
term be used as an excuse for therapeutic 
nihilism. Grantley Taylor has expressed our 
own feelings on this doctrine as follows: 

“Unfortunately, some of these newer concepts 


appear to be wholly sterile and to lead to no 
fruitfui amelioration of management. To sit down 


Atlantic City to host A.M.A. 
Annual Meeting 


Some 15,000 physicians will gather in Atlantic 
City, N. J., next June 8-12 for the 108th annual 
meeting of the American Medical Association. 

Besides physicians, the meeting will be attend- 
ed by residents, interns, nurses, technicians, stu- 
dents, and physicians’ wives and members of 
their families. 

The five-day convention—the largest medical 
meeting in the world—is being held in Atlantic 
City for the 16th time. The first meeting was held 
there in 1900. 

Doctors will have the opportunity to catch up 
on hundreds of aspects of a rapidly-changing medi- 
cal world. This information will be presented in 
the form of scientific exhibits, lectures, motion 
pictures, panel discussions, televised surgical pro- 
cedures, and industrial exhibits. 

New medical research findings and methods 
of handling daily medical problems will be re- 
ported by 500 physicians in scientific papers or 
participation in symposium and discussion groups. 

There will be over 300 scientific exhibits and 
a similar number of industrial exhibits on display 
at the famed Convention Hall. The latter group 
will be exhibited by pharmaceutical houses, medi- 
cal equipment firms, and other manufacturers. 

The House of Delegates will meet throughout 
the week in the Traymore Hotel, headquarters 
for the meeting. The 20 scientific sections of the 
A.M.A. and five government medical services will 
also be represented in the House. 
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with the patient and deplore the whole disease 
process will not cure cancer, nor even comfort 
the sufferer. The attitude of mind that accepts 
predeterminism is close to despair and decries the 
physician’s obligation to endeavor to better the 
situation. 

“The pernicious mischief of these heresies is 
that they are eagerly embraced by the incompe- 
tent and ignorant as justification for deviations 
from approved methods of management. To de- 
stroy the physician’s faith in his capacity to modify 
events in behalf of his patients, to deny him the 
belief that there is a way of salvation sanctioned 
by authority, is to nullify his social usefulness. 
Until the heretics can enunciate a formula more 
constructive than our present orthodoxies, only 
harm can result from dissemination of their ideas.” 

The analysis of this series of cases sup- 
ports the belief that at least in the case of 
mouth cancer the physician’s efforts can. be 
fruitful and respectable salvage is achieve- 
able. 


REFERENCE 


Taylor, Grantley Walder. Cancer Orthodoxy. Surg. Gyn. & 
Ob., 1958, 107:653. 


First order of business for the House will be 
the selection of a physician to receive one of 
medicine’s highest honors —- the Distinguished 
Service Award. He will be elected from three 
persons, whose names are submitted by the Board 
of Trustees. Nominees are screened by the Board 
from names submitted by the general member- 
ship. 

The opening session will be addressed by Dr. 
Gunnar Gundersen, La Crosse, Wis., outgoing 
President, and his successor, Dr. Louis M. Orr, 
Orlando, Fla. 

A President-elect to serve one year and be 
inaugurated as President in 1960 will be elected 
during the meeting. 

For the fourth year, high school students who 
have won special A.M.A. awards in the National 
Science Fair will show their prize-winning work 
at the scientific exhibit. 

The annual film program will be highlighted 
by the presentation of 60 medical motion pictures. 

The Woman’s Auxiliary to the A.M.A. will hold 
its meeting Tuesday through Thursday. Represent- 
atives of the 75,000 members—all doctors’ wives— 
will discuss their program in sessions at the Chal- 
fonte-Haddon Hall. 

Other sidelights of the meeting will be the 
special art exhibits including that of the American 
Physicians’ Art Association, and the 43rd annual 
American Medical Golfing Association tournament. 

For advance hotel and meeting registration 
information, contact the Convention Services De- 
partment, American Medical Association, 535 North 
Dearborn Street, Chicago 10, Illinois. 
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CONTROL 


VERTIGO, DIZZINESS 
THE 


with Dramamine-D’ 


brand of dimenhydrinate with dextro-amphetamine sulfate 
“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.”’* 


Vertigo—whether of organic or functional origin—tends to leave depression in its wake. 
Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 
reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 
and dextro-amphetamine sulfate (5 mg.) to elevate the mood. 

*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 (Aug. 16) 1958. 


® 
D ram am i n e available as tablets, ampuls, liquid, suppositories 


Research in the Service of Medicine SEARLE 
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maintenance therapy is still fundamental treatment 


Sound, conservative therapy with salicylates has 
been consistently reaffirmed as basic, long-term 
maintenance therapy in the arthritides.’** 


Buffered Pabirin provides superior maintenance 
therapy. It epitomizes fundamental long-term 
basic therapy since it can be given month after 
month without serious complications and with 
minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high 
and sustained salicylate blood levels. Each tablet 
consists of an outer layer containing a buffer 
(aluminum hydroxide), para-aminobenzoic acid, 
and ascorbic acid; a core of acetylsalicylic acid. 


Buffered Pabirin: Tablets 


Each tablet contains: 

Acetylsalicylic acid (5 gr.) 
Para-aminobenzoic acid (5 gr.) 
Ascorbic acid 


All Buffered Pabirin is sodium- and potassium-free. 
Dosage: Two or three tablets 3 or 4 times daily. 


In the stomach, the outer layer quickly releases 
the buffer, which protects against nausea, 
dyspepsia and other gastrointestinal symptoms 
so frequently encountered with salicylates alone. 
The core of Buffered Pabirin then disintegrates 
rapidly, permitting rapid absorption of the 
acetylsalicylic acid for faster pain relief. 


References: 1. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Ont. (June 25) 1957. 2. Report of Joint 
Committee, Medical Research Council & Nuffield Foundation, 
Treatment of Rheumatoid Arthritis, British Medical Journal 
(April 13) 1957. 3. 


1957. 


Friend, D. G.: New England J. Med. 
257:278 (Aug.) 


Photographs show 2-stage 
Tandem Release disintegration. 


SMITH-DORSEY a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 


| 
Dried aluminum hydroxide gel.................. 100 mg. 
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Shadow or substance 


Marcus J. Smith, M.D., Santa Fe, New Mexico 


Apothegm 

“There are more things in . . . earth, Horatio, 
than are dreamt of in your philosophy” (Shake- 
speare). 


Clinical data 

A two and one-half year old boy was referred* 
with a history of large, foul, diarrheal stools since 
birth. There had been no improvement on therapy 
which had consisted primarily of drugs and a low 
calorie, low residue diet. He was always hungry 
on this regimen. Marked emaciation was present, 
the patient showing a protuberant abdomen, flat- 
tened buttocks and loose skin. There was just a 
trace of trypsin in the stool; large amounts of 
neutral fat and fatty acids were present. The clin- 
ical diagnosis was pancreatic fibro-cystic disease. 


X-ray studies 

A film of the abdomen demonstrated that the 
entire colon was filled with radio-opaque shadows 
of a greater density than stool. There was no 
history of ingestion of barium or bismuth. 
Epicrisis 

A diagnosis of geophagia, or dirt-eating, was 
suggested by the radiographic findings, and con- 
firmed clinically, further query disclosing that 
the patient had been observed eating dirt. Geo- 
phagia has been documented in five situations:' 

1. Lack of food during food shortages. 

2. As “special treats” in some cultures. 

3. Craving during pregnancy. 

4. Religious practices and rituals. 

5. Emotional disorders. 

To our knowledge, this is the first case re- 
ported due to the desire for food caused by fibro- 
cystic disease. 


Epilogue 

The patient was placed on a very high caloric, 
high protein and low-fat diet, panteric granules, 
aureomycin and multi-vitamins. Four pounds were 
gained in the succeeding month and the stools 
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became solid. Dirt eating ceased. The patient has 
been followed for five years; he still has copious 
stools, but growth and development have been 
normal and respiratory infections infrequent. He 
is maintained on a diet which is about twice the 
caloric level for a child of his age. 


REFERENCE 
1Clayton, R. S., and Goodman, P. H.: The Roentgenographic 
Diagnosis of Geophagia (‘Dirt Eating), Am. J. Roentgenol. 
13:203, 1955. 
*By Dr. Carol K. Smith, Santa Fe, New Mexico, who kindly 
permitted publication. 
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THE 
WASHINGTON 


SCENE 


A monthly news summary from the nation’s 
capital by the Washington Office of the A.M.A. 


If every member of Congress had his way, 
there would be anywhere from 10 to 15 institutes 
at the National Institutes of Health in Bethesda. 
The total now stands at seven, and there is a 
good possibility that an eighth will be in operation 
this year or next. 

Fifty-eight Senators of both parties joined in 
sponsoring a resolution that would do three things: 
(1) establish a National Institute for International 
Medical Research, (2) create a National Advisory 
Council for International Medical Research, and 
(3) authorize $50 million annually for interna- 
tional research programs. Senator Lister Hill (D., 
Ala.), a leader in health legislation and health 
welfare appropriations, has taken the lead in push- 
ing this bill. 

Four days of hearings brought almost unani- 
mous support of the resolution, only two witnesses 


complaining it did not go far enough. The admin- 
istration asked for three postponements to testify. 
This gave rise to speculation that it either may 
object on budgetary grounds or dissatisfaction over 
location of the institute. 

Dr. Gunnar Gundersen, American Medical As- 
sociation President, pledged full support and as- 
sistance of the A.M.A. for the project. “. . . we 
believe that the promotion of international health 
through research is one of the best means of pro- 
moting international cooperation and understand- 
ing.” He noted “a growing recognition that medi- 
cine, with its resources and influence fully mobil- 
ized, can perhaps do more for world peace than 
the billions of dollars being poured into arma- 
ments.” 

The A.M.A. President made several suggestions 
for the committee’s consideration, including (1) 
that the World Medical Association be included 
among the international groups to be cooperated 
with, (2) that due care be taken not to “rob” 
other countries of experts in medical care and 
scientific research through support grants not 
geared to salary differentials, (3) that the pro- 
gram should be primarily one of research itself 
rather than construction of research facilities, and 
(4) that the greatest care be exercised in setting 
up the research grants and research programs to 


avoid overlapping or duplicating. continued on 143 


‘The improved analog of 


chlorothiazide you have | 


fi 


been hearing about is a | 
product of CIBA research 


for edema and hypertension 


T.M. 


(hydrochlorothiazide CIBA) 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc. 
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after millions of prescriptions 


...an unparalleled safety record 


provides fast, high blood and tissue 
concentrations 


Because ERYTHROCIN Stearate is rapidly ab- 
sorbed, patients get therapeutic blood and tissue 
levels within 30 minutes. High, peak levels occur 
between one and two hours—and effective con- 
centrations are maintained for at least six hours. 
Always at hand, then, against more critical in- 
fections is ERYTHROCIN-I.M.—the only intra- 
muscular form of erythromycin available. 


backed by years of clinical effectiveness 
Actually, every prescription you write for 
ERYTHROCIN is backed by more than six years 
of clinical effectiveness against coccal infections. 
And, with the problem of antibiotic resistance 
becoming more important daily, the value of 
ERYTHROCIN as a day-to-day anticoccal agent is 
dramatically underlined. 


supported byan unparalleled safety record 
During all the years ERYTHROCIN has been pre- 
scribed, serious reactions have been practically 
nonexistent. Unlike penicillin, allergy is no 
problem. And, in contrast to “broad-spectrum” 
action, the normal flora of the intestinal tract is 
virtually unaltered with ERYTHROCIN therapy. 
offers bactericidal activity 

Unlike broad-spectrum antibiotics, ERYTHROCIN 
is classed as a bactericidal antibiotic. It offers 
lethal action against common coccic invaders— 
resulting in prompt clinical response. 

provides convenient dosage forms 

Usual adult dose is 250 mg. four times daily. 


Children’s dosage is reduced in proportion to 
body weight. ERYTHROCIN comes in Filmtabs® 
(100 and 250 mg.), bottles of 25 and 100. Also in 
oral suspension and for intramuscular use. Won’t 
you prescribe ERYTHROCIN doctor? 


if you’re concerned with blood levels... 


Dotted line shows actual inhibitory concentrations 
against most organisms. Note the high ranges and 
medians of ERYTHROCIN Stearate at one, two, four 
and six hours. Data represents three studies with 
adults. Each was given one 250-mg. Filmtab. 


mceg/mi 


10.24 


hours O 1 2 “ 6 


And where you need a consistent uniform response 
that only an injectable form can provide, remember— 
ERYTHROCIN-I.M.(Erythromycin Ethyl Succinate, 
Abbott) and ERYTHROCIN LACTOBIONATE. 


®Filmtab—Film-sealed tablets, Abbott; pat. applied for. 
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NEW MEXICO 


SEVENTY-SEVENTH ANNUAL MEETING 


New Mexico Medical Soctety 


Milton Hall, New Mexico State University, Las Cruces, May 4-7, 1959 


General information 


The Seventy-Seventh Annual Meeting of the 
New Mexico Medical Society will be held in Milton 
Hall, New Mexico State University, Las Cruces, 
New Mexico, May 4-7, 1959. 

The Annual Meeting of the Council will be 
held at 3:00 p.m., May 2, 1959, in the conference 
room of the Memorial General Hospital. The House 
of Delegates will convene May 4, 9:00 a.m., in 
Milton Hall. The first session will recess for refer- 
ence committee hearings at 10:30 a.m. and the 
second session will be at 3:00 p.m. J. C. Sedgwick, 
M.D., President, New Mexico Medical Society, will 
preside at both sessions of the House. 


PROGRAM 


Monday, May 4 
MILTON HALL 
Morning 


8:30--Registration. NOTE: All who pre-registered 
for the tour must pick up badges. 


9:00—House of Delegates Meeting. 


10:30—Reference Committee hearings. 


Afternoon 
3:00-—House of Delegates Meeting. 
Evening 


7:00—Past Presidents’ Banquet 
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Tuesday, May 5 
Morning 


8:30—Tour and demonstration at Holloman Air 
Force Development Center. Busses will leave from 
Milton Hall at New Mexico State University at 
8:30 a.m. All who board the busses must be wear- 
ing a convention badge. No cameras will be per- 
mitted. Box lunches will be served on the tour. 
Return to Milton Hall Tuesday afternoon. 


Evening 


7:00—Buffet Dinner and Unstylish Style Show (for 
adults only). 


Wednesday, May 6 
GENERAL MEETING 
Morning 


8:45—Opening of the 77th Annual Meeting of the 
New Mexico Medical Society. 


9:00—Presidential Address. 


SCIENTIFIC PROGRAM—FIRST SESSION 


9:15—“‘Atmospheres for Space 
Stanley White, MC, Moderator. 


Travel,” Major 


10:45—“‘Gravitational Aspects of Space Travel,” 
Colonel John P. Stapp, MC, Moderator. 
Afternoon 


12:15—Luncheon, New Mexico State University. 
F. J. L. Blasingame, M.D., Executive Vice Presi- 
dent, American Medical Association. 
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GUEST 
SPEAKERS 


George E. Ruff 
Captain U.S.A.F. (MC) 


SCIENTIFIC PROGRAM—SECOND SESSION 


2:15—“Radiation Problems in Space Travel,” 
Colonel John Pickering, MC, Moderator. 


4:00—“‘Pilot Selection for Space Travel,” W. Ran- 
dolph Lovelace, II, M.D., Moderator. 
Evening 


6:30—Dinner-Dance, Las Cruces Country Club. 


Thursday, May 7 

SCIENTIFIC PROGRAM—THIRD SESSION 
Morning 

9:00—“‘Psychophysiological Aspects of Space Trav- 
el,” Captain George Ruff, MC, Moderator. 
10:45—“‘The Future of Space Travel,” Hebertus 
Strughold, Ph.D., Moderator. 


12:15—Conclusion of Official Program. 


SPECIALTY LUNCHEONS AND MEETINGS 
Thursday, May 7 


Afternoon 


12:45--New Mexico Chapter of the Western Ortho- 
paedic Association’s luncheon, business, and clini- 
cal program. Town & Country Annex. “Experi- 
mental Immobilization and Remobilization of 
Joints,” G. W. N. Eggers, M.D., Professor of Ortho- 
pedics, University of Texas. 

Panel—“Cerebral Palsy With Special Reference to 
Surgical Procedures.” Moderator—G. W. N. Eggers, 
M.D. 
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W. Randolph Lovelace, Il, M.D. 


F. J. L. Blasingame, M.D. 
Executive Vice Pres. A.M.A. 
Chicago 


Albuquerque 


Tuesday, May 5 


Morning 

8:30—Tour of Holloman Air Force Development 
Center. 

Evening 

6:30—Buffet and Unstylish Style Show. 


Wednesday, May 6 


Morning 
9:00—House of Delegates Meeting. 


Afternoon 

12:30—General Luncheon meeting with a repre- 
sentative from the Auxiliary to the A.M.A. as 
guest speaker. 

Evening 

6:30—Dinner- Dance. 


Thursday, May 7 


Morning 


10:00—Breakfast for all incoming and outgoing 
officers and committee chairmen: Mrs. Martin 
Goodwin hostess. 
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Program 

Ogden Surgical Society 
May 20-22, 1959 

Ogden, Uteh 


Wednesday, May 20 

Morning 

9:00—Opening ceremonies 

9:30—“Surgical Disorders of Gastro-intestinal Se- 
cretions,” John H. Mulholland, M.D. 
10:00—“Tumors of the Parotid,’ George S. Sharp, 
M.D. 

10:30—Recess 

10:45—-“‘The Investigation and Management of Pa- 
tients With Renal Calculi,’’ Hamish W. McIntosh, 
M.D. 

11:15—“‘Analysis of the Treatment of Trochanteric 
Fractures of the Femur,” Mather Cleveland, M.D. 
11:45—“Overlooked and Recurrent Stones in the 
Biliary Passages, With Special Reference to Sphin- 
terotomy,” Mr. Rodney Maingot 


Lunch 


Afternoon 

2:00—“Neurosurgical Measures for the Manage- 
ment of Intractable Pain,” E. G. Grantham, M.D. 
2:30—‘“‘Procedentia — Contributing Factors and 
Treatment, Especially in the Nullipara,’ Donald 
W. deCarle, M.D. 

3:00—“Surgical Lesions of the Adrenal Glands,” 
James T. Priestley, M.D. 

3:30—Recess 

3:45—“The Surgical Management of Renal Fail- 
ure,” J. Hartwell Harrison, M.D. 

4:15—“A Critical Appraisal of Therapy in Peptic 
Ulcer,” Stewart Wolf, M.D. 


Thursday, May 21 


Morning 

7:30—Breakfast—Mr. Rodney Maingot 
9:00—‘“‘Congenital Abnormalities from the Stand- 
point of Preventive Medicine,” Clifford G. Grulee, 
Jr., M.D. 

9:30—“Tumors of the Pancreas,” James T. Priest- 
ley, M.D. 

10:00—“The Relation of Life Stress to Serum 
Lipid Concentration in Patient With Coronary 
Artery Disease,” Stewart Wolf, M.D. 
10:30—Recess 

10:45—“Recurrent Pancreatitis,” John H. Mulhol- 
land, M.D. 

11:15—‘“Iron Metabolism and Iron Deficiency in 


If she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 
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Pediatric Patients,’ Nathan J. Smith, M.D. 
11:45—“The Surgical Treatment of Sterility,” 
Daniel G. Morton, M.D. 

Lunch 


Afternoon 

2:00—“Pediatric Neurosurgical Problems,” E. G. 
Grantham, M.D. 

2:30—“The Treatment of Pigmented Lesions,” 
George S. Sharp, M.D. 

3:00—“New Therapy in Cancer of the Lung and 
Esophagus With Massive Cobalt 60 Followed by 
Surgery,” R. Adams Cowley, M.D. 

3:30—Recess 

3:45—Panel—Pancreatitis 

ENT section 

Orthopedic 

G.U. 

Medical Rounds 


Friday, May 22 

Morning 

7:30—Breakfast—Adrenal panel 

9:00—“The Surgical Abdomen in the Obstetrical 
Patient,” Donald W. deCarle, M.D. 
9:30—“Ulcerating Lesions of the Stomach and 
Duodenum,” Alton Ochsner, M.D. 
10:00—“Fractures of the Tibia,’ Mather Cleveland, 
M.D. 

10:30—Recess 

10:45—“‘Hysterectomy,” Daniel G. Morton, M.D. 


11:15—“‘Noise and Its Effects on the Ear,” Howard 
P. House, M.D. 

11:45—“Diverticulitis of the Sigmoid Colon,” Mr. 
Rodney Maingot 

Luzch 


Afternoon 

2:00—“‘The Genito-urinary Complications of Gen- 
eral Surgery,” J. Hartwell Harrison, M.D. 
2:30—“Radioiodine in the Diagnosis and Treat- 
ment of Thyroid Disease,” Hamish W. McIntosh, 
M.D. 

3:00—Pre- and Post-Natal Irradiation Hazards for 
Children,” Clifford G. Grulee, Jr., M.D. 
3:30—Recess 

3:45—“The Rh Problem 1958,” Nathan J. Smith, 
M.D. 

4:15—“Ammonia in Hepatic Coma and Shock,” 
R. Adams Cowley, M.D. 


Write to Dr. O. E. Grua, 412 First Security 
Building, Ogden, Utah, for further information. 


Medical division hits half-million mark 


Pledges and contributions by members of the 
medical profession to the University of Utah Medi- 
cal Center Fund reached the half-million dollar 
mark this week, according to Leland B. Flint, 
Campaign Chairman. 

“I am happy to announce that the Medical Di- 


DEMAND the best. 


Anybody want to buy a CHEAP 


Have you thought about the number of times your PRO- 
FESSIONAL LIFE is at stake when you inject a second best 
medication? When you use a parachute you WANT 
the best, naturally. When you use injectables, you should 


Parachute? 


QUALITY is an everlasting in- 
gredient in the injectables of 
SAN-OTT LABORATORIES. We 
also offer you greater savings. 
Our ‘specials’ will save you hun- 
dreds of dollars: But this is ac- 
complished without a sacrifice 
in quality. 


FILL IN CATALOG REQUEST 
AND MAIL TODAY 


SAN-OTT LABORATORIES 
P.O. Box No. 19 
Brooklyn 22, 

Dept. 2 RCT 


Piease send catalog and information on parenteral 
medications. 
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Clinical findings in 900 patients 
show the 


selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 


@ more than half of these patients suffered from moderate 
to severe hypertension 


«® more than half of the cases involved hypertension of at 


least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 


patients given Singoserp with no other antihypertensive 
medication 


posace: Initially, 1 to 2 tablets (1 to 2 mg.) daily. 
suppied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
Samples available on request. Write to CIBA, Box 277, Summit, N.J. 


2)2657MK SUMMIT, N.J. 
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vision of the campaign has pledged $500,000 so 
far,” Mr. Flint said. “I want to take this oppor- 
tunity to thank the many physicians, parents and 
nurses whose contributions and hard work have 
enabled the medical profession to reach this mark. 
I believe that this speaks eloquently for the sup- 
port the medical profession is giving to the Medical 
Center,” he said. 

The University of Utah Medical Center Cam- 
paign has a total goal of $4,010,000. Purpose of 
the campaign is to raise funds for construction of 
a Medical Center to house the College of Medicine 
on the University campus. 

Clarence Bamberger, Sr., Salt Lake City busi- 
nessman serving as a Campaign Vice Chairman, 
gave his comments on the Medical Division report: 

“IT am sure that the eyes of the area have been 
on the medical profession to see how it would 
support the Medical Center. Having reached the 
half-million mark with their part in the campaign 
not yet over, I believe the magnitude of that 
support is evident. I congratulate the many work- 
ers who have taken part in the Medical Division 
and the many people who have made their con- 
tributions.” 

Dr. Kenneth B. Castleton of Salt Lake City, 
Medical Division Chairman, also praised the ef- 
torts of his colleagues in reaching the half-million 
figure but he added a word of caution. 

“The goal of the Medical Division is $600,000 
which leaves us $100,000 to go. Naturally, I am 
very pleased with the fact that we have raised a 
half-million dollars for the Medical Center, but I 
want to remind my co-workers that there is still 
much to be done if we are going to go over the 
goal we have set for ourselves. 

“We are just moving into an important phase 
of the campaign—the soliciting of out-of-state 
alumni of our College of Medicine. With hard 
work on this phase and continued good support 
by local members of the profession, I am sure 
that we will go over the $600,000 mark,” Dr. 
Castleton said. 

The Medical Center will replace the present 
inadequate facilities of the Colleges of Medicine 
and Nursing. It will be situated high on the Fort 
Douglas campus, incorporating the Cancer Re- 
search building and Radiobiology Laboratories now 
on the site. 

The University of Utah College of Medicine is 
one of the leading medical schools in the nation, 
attracting large sums of research money into the 
state each year. However, the school is at a cross- 
roads—it needs the Medical Center to enable it to 
continue to grow and keep pace with the rapid 
advances in medical science. 

As the only medical school between Denver 
and the West Coast, it serves a vast area holding 
nearly three million people. The Medical Center 
will enable the school to increase its services to 
these people and thus is of the utmost importance 
to the entire Intermountain Community. 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,., an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 meg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5S mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 meg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


cyanocobalamin, Crystalline Vitamin 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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COLORADO 


Obituaries 


CLAYTON J. BENNETT 


Dr. Bennett died December 9, 1957. He was 
born in Stevensville, Pennsylvania, February 18, 
1891, and received his degree of Doctor of Medicine 
from St. Louis College of Physicians and Surgeons 
in 1923. 

Dr. Bennett practiced medicine in La Junta and 
Oak Creek before transferring to the Northeast 
section of Colorado. He was one of the charter 


members of the Washington-Yuma Counties Medi- 
cal Society. 


President of Board of Education dies 


E. Miner Morrill, M.D., of Fort Collins died 
on February 3, 1959. Dr. Morrill was born in 
Brush, Colorado, on February 28, 1908, and came 
to Fort Collins a year later, receiving his ele- 
mentary and high school education in Fort Collins. 

He graduated from the University of Colorado 
Medicai School and became a member of the 


Colorado State Medical Society on January 12, 
1936, remaining in Fort Collins. He had been a 
member of the Fort Collins Board of Education 
for ten years and its President for the past five 
years. 

Dr. Morrill is survived by his wife, son and 
stepson. 


Dr. Madler, 
when President 


Nicholas Allen Madler, Past President 


Colorado lost a real leader when Dr. “Nick” 
Madler of Greeley died February 6, 1959. He had 
been President of the Colorado State Medical So- 
ciety for its 1934-35 year, and throughout the 


401 Southgate Road 


THE EMORY JOHN BRADY HOSPITAL 
COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
‘-ray, Clinical Laboratory and Electroencephalography. 
E. JAMES BRADY, M.D., Medical Director 
CAMPBELL F. RICE, Superintendent 
Francis A. O’Donneli, M.D., Paul A. Draper, M.D., Charles W. McClellan, M.D. 
Richard L. Conde. M.D., Robert W. Davis. M.D. 
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syrup pediatric drops 


Tetracycline with Citric Acid Lederle 


e broad spectrum control of more than 90 per cent of antibiotic- 
susceptible infections seen in general practice! 

e fast, high concentrations in body fluids and tissues 
| e no irreversible side effects reported, excellently tolerated 
e readily miscible in water, juices, formula. 
ACHROMYCIN VY: 10 ee. plastic dropper bottle for precise dosage; 100 mg. 
per ce. (20 drops). Dosage: one drop per pound body weight per day. 
ACHROMYCIN V Syrup: Each teaspoonful (5ec.) contains equiv. 125 mg. 
tetracycline HCI. Bottles of 2 and 16 fl. oz. Dosage: at 45 lbs., one teaspoonful 
4 times daily; adjust for other weights. 


| 1. Based on six-month National Physicians Survey. 
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1930’s and even before had been one of those 
who strongly guided the policies not only of his 
state society but of the American College of Sur- 
geons. 

He was born November 27, 1881, on a farm 
near Appleton, Wisconsin, and was one of 12 
children. After preliminary education in Appleton, 
he attended Rush Medical College in Chicago, 
graduating in 1904. After a Milwaukee internship 
he practiced for 12 years in Mobile, Alabama, 
moving to Colorado in 1917 after a break in 
health. A year later he was well again and opened 
practice in Greeley, which was his home for the 
rest of his life. 

Dr. Madler was a prime mover in obtaining a 
standardized hospital for Greeley and was its 
chief of staff for many years. He found time from 
a busy surgical practice to serve on many com- 
mittees and in many offices of county, state, and 
national medical organizations, and, almost single 
handed, staged the first of the “modern” Annual 
Sessions of the Colorado State Medical Society 
when Greeley was its host in 1929. During his 
1934-35 Presidency, plans were drawn for the top- 
to-bottom reorganization of the State Society with 
its current Board of Trustees system separating 
executive from judicial functions, and details were 
worked out whereby a year later nearby societies 
were invited to join Colorado in forming the Rocky 
Mountain Medical Conference. 

Dr. Madler’s survivors include his wife, their 
married daughter, and grandchildren. 


Journey’s end 


Duval J. Prey, M.D., of Denver died February 
6, 1959. Dr. Prey was born on July 21, 1896, in 
St. Joseph, Missouri, and graduated from the 
Colorado University Medical School in 1922. He 
served his internship at St. Joseph Hospital and 
became a member of the Colorado State Medical 
Society in 1923. 

He practiced in Denver for 35 years and was a 
member of the Western Surgical Association, Den- 
ver Clinical and Pathological Society, Sigma Alpha 
Epsilon Fraternity and the Denver Country Club. 


quality office 
furniture at 
reasonable prices 


MERCHANTS 


OFFICE FURNITURE 
COMPANY 


Denver, Colorado 


He is survived by his widow, Virginia, two 
daughters and a son. 


County physician dies as car overturns 

Carl Schwer, M.D., of Calhan, Colorado, was 
killed on February 16, 1959, when his car went 
out of control and overturned. Dr. Schwer was 
born on June 1, 1883, in Germany and attended 
the Premedical Royal College at Neuberg, Ger- 
many. He became a member of the Colorado State 
Medical Society on September 15, 1950, and had 
been practicing in Calhan, Colorado. He had been 
scheduled to take over the newly created post of 
El] Paso physician on the first of the month. 
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SOCIETY 


PROCEEDINGS 


Abstract of Minutes* 
House of Delegates of the 
Colorado State Medical Society 


Twenty-fourth Annual Midwinter Clinical Session 
February 17 to 20, 1959 
Shirley-Savoy Hotel, Denver, Colorado 


FIRST MEETING 
Tuesday, February 17, 1959 


Vice Speaker William M. Covode, Denver, 
called the House to order at 10:00 a.m. Speaker 
Vernon L. Bolton and Vice Speaker Covode alter- 
nated in presiding throughout the meeting. 

Dr. George Curfman, Chairman of the Com- 
mittee on Constitution, By-Laws and Credentials, 
presented the committee’s report as printed in 
the House of Delegates Handbook and verbally 
amended it, stating that the committee had ac- 
cepted the Delegates as listed on pages 4 and 5 
of the Handbook, with two exceptions: Omitted 
erroneously from the printed list of the House of 
Delegates were Denver Delegate Dale M. Atkins, 
and his Alternate, Felice A. Garcia. The Fremont 
Medical Society had not submitted a written an- 
nual report to the State Society Office. This was 
a violation of the rules of the Society and conse- 


*Condensed from the shorthand and sound-recorded record of 
H. E. Dennis, Certified Shorthand Reporter. Reports referred 
to but not reproduced herein were distributed to all members 
of the House of Delegates at the 24th Annual Midwinfer 
Clinical Session, in the printed “House of Delegates Hand- 
book,” or were distributed to all members of the House in 
mimeographed form. Copies of all such reports are on file 
with the Executive Office of the Society, and with the Secre- 
tary of each Component Society, available for study by any 
member of the Society. 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
| effective than salicylate alone. 
In each enteric-coated tablet: 
| — salicylate U.S.P.....0.3 Gm. (5 gr.) 


para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
orbic acid 50.0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ...... 0.3 Gm. gr.) 
Ascorbic acid 50.0 mg. 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage . . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate 0.3 Gm. 
Potassium para-aminobenzoate.. 0. : Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
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quently these Delegates cannot be seated until 
such time as we receive some form of written 
communication, by wire or otherwise. 

Sixty-one accredited Delegates (more than a 
quorum) (before adjournment increased to 73) 
answered roll call. 

On motion the first report of the Credentials 
Committee, as amended by the supplemental re- 
port, was adopted. 


Opening Address of Speaker Bolton 


It has occurred to your Speaker that there are severa! 
ways in which our House of Delegates proceedings could be 
expedited without loss of form or content. In the calling of 
the roll, under a new method today, you have already seen 
some of these ideas in operation. I asked Mr. Sethman to try 
this new method of calling the roll and I do believe it will 
save several minutes each time that it is necessary to call the 
roil. I recommend that you approve its continuance. 

I would like next to quote to you from Robert’s Rules of 
Order which states “‘When there is evidently no opposition, 
the formality of voting can be avoided by the Chair asking if 
there is any objection to the proposed action and if there is 
none, announcing the result.’” Naturally, there are exceptions 
to this rule to prevent its misuse. However, with your per- 
mission, I should like to make use of this rule a number of 
times when we are going through more or less formal closing 
of motions, in order to expedite the business. 

The next procedure in our proceedings which takes con- 
siderable time unnecessarily, is with regard to the work of 
the reference committees and the disposition of it by the 
Speaker of the House. Almost every reference committee 
receives at least several non-controversial reports which are 
purely informative and contain no recommendations for action. 
For instance, if six public health subcommittees report only 
what they have accomplished during the year, there is no 
need for the reference committee to submit a separate section 
of its report for each of these subcommittees. It can report 
its receipt of all six reports, its approval of them and, if 
appropriate, its thanks or appreciation to one or more or 
all of the subcommittees in one section of the reference 
committee report. Naturally, every recommendation for action 
and every report which deals with Medical Society policy 
or which implies any sort of controversy, should be handled 
separately by the reference committee. Secondly, a way of 
expediting reference committee reports would be to not wait 
for seconds to the motion of a reference committee chairman 
when he moves adoption of a section of his report, or perhaps 
the report as a whole. I would remind you that all reference 
committees consist of Delegates. Any report of any reference 
committee therefore always carries the approval of several 
Delegates, certainly a majority of that committee, and as a 
rule the entire committee. The motion by a reference com- 
mittee chairman to adopt part of his report is therefore 
automatically seconded. 

It may appear to you that your Speaker has taken some 
liberties in his reference of parts of printed reports to dif- 
ferent reference committees, and in creating a new reference 
committee. If this were an Annual Session that would be 
true as under your existing standing rule on reference com- 
mittees there is actual designation as to where reports are 
to be referred at such session. Fortunately, both for me and 
for the ideas advanced by your Ad Hoc Committee on Re- 
organization, your standing rule does not at present control 
the Clinical Session appointments, and under the By-Laws it 
was therefore within the authority of the Speaker to under- 
take these trial changes. I hope you will like them but will 
be most happy if any of you can come up with further ways 
to improve and expedite our work. 

Speaking of trial changes, most of you probably realize 
that this is the first time we have started the House of Dele- 
gates with a morning meeting at the Midwinter Session, to 
this extent copying the timing of the Annual Session. It has 
been done for many years at Annual Sessions primarily to 
make the afternoon free for sports events. Your Speaker and 
your Board of Trustees have a different reason for trying it 
at this Midwinter Scssion. We hope all of the reference com- 
mittees will meet this afternoon and work hard. If the 
reference committees complete their work this afternoon it 
will free the members trom the need of missing any of the 
evening's entertainment or tomorrow's scientific sessions. 

We are truly sympathetic with those members of the House 
who in the past have almost never been able to attend the 
stag dinner and smoker and have been unable for the same 
reason to hear scientific papers. We trust the morning meet- 
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ing may in some small measure alleviate this problem. 

I am sure that all Delegates have read their Handbook in 
its entirety and therefore have noticed the interesting fact 
that we will now have three A.M.A. Delegates. You will 
therefore have noticed the recommendation of the Board of 
Trustees with regard to the first election. Subject to approval 
of the House, your Speaker has already decided that this 
should be acted upon at today’s meeting and does not need 
to be passed upon by a reference committee; therefore, when 
we reach that point in the order of business, I shall ask you 
to carry out the selection of an unofficial nominating com- 
mittee just as you would do it more officially at an Annual 
Session. 

I realize that there are several important decisions which 
this House must make within the next two or three days. 
I hope that we can carry out all of our House of Delegates 
business in two days. It will require diligence to accomplish 
it in this period of time. If for a good reason it cannot be 
done and we must meet again Thursday, as well as at the 
scheduled meeting tomorrow, I hope all of you will remain 
for whatever additional meetings become necessary. Please 
remember that the policies of your Society for the future are 
made right here in the House, and the future of your practice 
and the practices of all your colleagues may depend upon the 
wisdom of decisions made at these meetings. 


Vice Speaker Covode: “Speaker Bolton has 
given us some concrete suggestions for stream- 
lining the work of this session and even the An- 
nual Session next September. The chair has noted 
several specific recommendations and will now 
entertain motions either to approve or reject 
them.” 

Without further discussion a motion to approve 
the Speaker’s recommendations carried without 
dissent. 

On motion regularly seconded and carried with- 
out dissent, minutes of the last Annual Session 
held September 24 to 27, 1958, at Colorado Springs, 
appearing in abstract in the November, 1958, issue 
of the Rocky Mountain Medical Journal, beginning 
at page 74, were adopted as published without 
correction. 

Speaker Bolton referred all reports of the 
Board of Trustees as supplemented verbally (see 
below) by Dr. John I. Zarit, President and Chair- 
man of the Board of Trustees, to Reference Com- 
mittees as noted in the Handbook. 


Supplemental Report of the 
Board of Trustees 


In reference to the old age pension report: A lot of you 
are aware of the fact that this plan was approved at the 
statewide election two years ago. It is the law and it is in 
effect. Regardless of how some of us may feel about this 


medical and surgical program—it may have a little tint of 
socialized medicine to it—you have got to make the best of it. 
The law is so written that the director of the State Welfare 
Department has power to implement this medical and surgical 
program. The director has three choices to make: 

(1) He could voluntarily meet with the State Medical 
Society, get our advice and cooperation, and through us ask 
the Blue Shield and Blue Cross to act as fiscal agent. 

(2) He could contract with a commercial insurance com- 
pany to act as fiscal agent. 

(3) He could set up his own health insurance plan. 

Fortunately Mr. Guy Justis, Director of the Welfare De- 
partment, is sold 100 per cent on free choice of physician. He 
is sold on organized medicine. Because of that, he discarded 
the second and third choices and met with your Board of 
Trustees and signed a contract which is in effect until July 
Ist of next year. He has been very cooperative. The Blue 
Shield and Blue Cross have acted as his fiscal agents. 

Blue Shield and Blue Cross do not run the old age 
pension plan! They are merely the fiscal agents for the State 
Welfare Department. When problems have arisen, Mr. Justis 
has come to us to see if we can resolve them. Any plan that 
one starts will have certain bugs in it. You have a friend in 
Mr. Justis and he has promised that he will not sell us down 
the line, so let us work with him. 

The second thing that I would like to take up is that in 
February, 1955, you adopted a resolution directing the Board 
of Trustees to publish and distribute to all officers of the 
Society and to the Presidents and Secretaries of all Component 
Societies, the approved condensed descriptive minutes of the 
Board’s meetings, this to be done not later than two weeks 
after final approval of the Board. In visiting the various 
Component Societies your Board of Trustees had the feeling 
that the minutes of the Board of Trustees are not communi- 
cated to all the members of the constituent Societies. The 
Presidents and Secretaries have them. They no doubt read 
them and have good intentions. But we found when we 
reached their meetings that the information is not communi- 
cated to individual members. 

I wish you gentlemen would go back to your Component 
Societies and call the attention of your Presidents and Secre- 
taries to this. We are not trying to cast reflections on the 
good work done by the officers of the Component Societies: 
but I think it is just merely a case of neglect. 


Report of the President 


Thirdly, it is my duty, according to the Constitution and 
By-Laws, as President of your Society, to deliver pertinent 
facts in writing to the House of Delegates. I am taking this 
opportunity now to read the following: 

The A.M.A. action at Minneapolis in December, 1958, en- 
dorsing development of a low-cost medical plan for elderly 
citizens was among the most progressive steps ever taken by 
organized medicine. In carrying out the intent of the A.M.A. 
House of Delegates action, the policy making body called for 
immediate development of a program to meet the special 
medical needs of persons over 65 and to suggest a level of 
medical compensation for those benefits which would permit 
rates commensurate with the modest resources of low family 
income of persons in this age category. 

As a result of the A.M.A. action, a resolution was adopted 
by members of health insurance associations for the purpose 
of encouraging companies to make policies more liberal and 
broaden the benefits. About the same time, Dr. Donald 
Stubbs, President of the Blue Shield Commission, was calling 
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upon all Blue Shield Plans to work closely with local medical 
groups in drafting programs which will offer inducements to 
persons over age 65. Determination of premium income and 
fee levels will be determined by local medical societies. It 
calls for a program based upon low fee schedules at reduced 
rates. 

The antithesis or counterpart to the action of the A.M.A. 
Delegates was found recently in our local newspapers, calling 
our attention to a resolution in which a group of physicians 
was seeking an increase in fees from our old age pension 
medical and surgical plans. I am sure there was no intent 
to submit this resolution to the newspapers until it was 
acted upon by the Society. Inadvertently the press obtained 
a copy of the resolution. Damage has been done. Public 
confidence in Colorado medicine has dropped a notcn or two. 

You, the members of the House of Delegates during this 
session, have the opportunity to regain the confidence of 
the public. It is said the difference between a politician and 
a statesman is that a politician looks to the next election 
while the statesman looks to the next generation. Sir Thomas 
Browne, famous philosopher and physician, wrote that “No 
one should approach the Temple of Service with the soul of 
a money changer.” There is nothing new in medicine and the 
same can be said for medical economics. The profession to 
some extent was pretty “commercial minded” at the turn 
of the 20th Century. In those days the late Dr. Robert Levy, 
Past President of this Society, read to his students what John 
Ruskin once said of doctors: “‘They like fees, no doubt ought 
to like them—yet if they are brave and well educated, the 
entire object of their lives is not fees. They, on the whole, 
desire to cure the sick; and, if they are good doctors, and 
the choice were fairly put to them, would rather cure their 
patient and lose their fee than kill him and get it; and 
know, with all other brave rightly trained men, their work 
is first, their fee second, very important always, but still 
second.” 

If the profession in Colorado is as willing to give as to 
receive, to regulate our practice and our fees so as to pre- 
serve our freedom from being regulated, and grant the com- 
munity as many benefits as we hope to assure for ourselves, 
it may be all that physicians need to maintain their profes- 
sional independence. Let us put aside arguments over fee 
schedules and economic levels. 

The physician’s success in maintaining the confidence of 
his public and regaining it where it has been lost will depend 
on what he gives and not what he gets. The practice of 
medicine is still a service as dedicated as the ministry, and 
those who base their success on their income are not truly 
in that service. Let us leave behind our emotional spells for 
fear of losing the balance of our brains. Let us caution each 
other to keep the right proportion between reason and emo- 
tion. Let us be optimistic as we approach our deliberations, 
because an optimist is rational while a pessimist is emotional. 

An eminent specialist who devoted much of his time to 
charity work in clinics was surprised to have a bewhiskered 
old gentleman ushered into his elaborate consultation room 
one day. 

“Remember me, Doctor?” asked the man. “You treated 
me over at the clinic. Well, I’ve been left a little money 
and I guess I can afford my own doctor now.” 

“But what made you come to me?” the physician wanted 
to know. “I wasn’t the only doctor who treated you at the 
clinic.” 

“I know,” the old man said quietly, “but you were the 
only one who helped me with my coat.” 

In conclusion may I suggest, gentlemen, that you find the 


facts, filter the facts, form the facts, and face the facts. 
(Applause.) 


Speaker Bolton asked Dr. Kenneth Sawyer to 
introduce a guest. 

A.M.A. Delegate Kenneth C. Sawyer (Denver): 
“It is my extreme honor to introduce Dr. George 
M. Fister of Ogden, Utah, member of the Board 
of Trustees of the American Medical Association.” 
(Applause. ) 

Dr. Fister: “I have no address. I am here as an 
individual. I have always been very thoughtful 
of Colorado and Colorado’s Medical Society has 
always been very kind to me. I have many friends 
here. I have tried for a year or more to come over 
here to attend a meeting or to sit in on the House 
of Delegates or the Board of Trustees just as an 
interested observer, and that is what I am here 
for today. Nobody at the headquarters of A.M.A. 
even knows about this visit. So it is a friendship 
visit and one I have looked forward to for a long 
time. I might state that the A.M.A. is very proud 
of Colorado’s representation and strength, and I 
am happy that Colorado will now have a third 
Delegate in the A.M.A. House of Delegates. It is 
a big organization, and with your support and 
another Delegate from Colorado we can look for- 
ward to great things from this state again.” 

Speaker Bolton directed attention to that sec- 
tion of the Board of Trustees Report on pages 11 
and 12 of the Handbook relating to the selection 
of a third A.M.A. Delegate. He stated that the 
Board of Trustees had recommended that the 
House at this Midwinter Clinical Session choose an 
unofficial Nominating Committee to propose names 
for a third Delegate and a third Alternate; and 
that if such an unofficial Nominating Committee 
was to be elected it should undoubtedly be done 
at today’s meeting. 

The recommendation of the Board of Trustees 
in this respect was adopted without dissent. 
Speaker Bolton ruled that election of the Nominat- 
ing Committee would be carried out as the first 
item under new business, just as at an annual 
session. 

Speaker Bolton referred the report of the 
Board of Trustees Liaison Committee with the 
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Board of Regents as printed in the Handbook and 
as supplemented by the chairman, Dr. Kenneth 
Sawyer, as follows, to the Reference Committee on 
Legislation and Public Relations. 


Supplemental Report of the 
Liaison Committee 


“Mr. Chairman, we have a resolution recently 
adopted by the Board of Regents, as follows: 


“WHEREAS, The statute which provided for the erec- 
tion and operation of the Colorado General Hospital by 
the Board of Regents, although it permitted admission 
of non-indigent patients with illnesses of interest to 
the teaching and research efforts of the School of Medi- 
cine, prohibited the collection of fees for professional 
services from such patients or any others even though 
such fees represented no hardship to the patient him- 
self; and 


“WHEREAS, It subsequently became clear that the 
admission of full pay patients, not in place of but in 
addition to, indigent patients was essential to the con- 
tinuing development of the Medical Center because of 
the need of (a) providing clinical faculty members 
with the opportunity of direct patient responsibility; 
(b) the introduction into the Medical Center of addi- 
tional important teaching and research cases, particularly 
at a time when the number of medically indigent 
patients is decreasing; and (c) the additional source of 
supplementation of faculty salaries, it was proposed in 
1955 that a facility for full pay patients be built at 
the Medical Center; and 

“WHEREAS, In recognition of the importance of the 
development of a Master Plan along lines which would 
be consonant with the aims of the medical profession 
as a whole, a Liaison Committee of the Colorado State 
Medical Society and the Board of Regents was created 
and effectively and in the best interests of the State as 
a whole succeeded in gaining approval of the medical 
profession for facilities for full pay patients; and 

“WHEREAS, Subsequently, through the Liaison Com- 
mittee, the medical profession has sympathetically and 
sincerely joined the University in attempting to further 
the development of the Center in the interest of medical 
education and medical care; and 


“WHEREAS, These deliberations have now led to the 
approval of a Master Plan for the expansion of the 
Medical Center and for support of a proposed change 
in the Colorado General Hospital statute whereby fees 
for professional services could be collected in the name 
of the faculty physician and used under the direction 
of the Board of Regents for the betterment of salaries 
of all members of the faculty, irrespective of their 
individual earning power or contribution to such fund; 
but, on the contrary, based upon their contribution to 
teaching and research at the Medical School in all 
departments, it being the purpose to arrive at salaries 
competitive with those paid by other first class medical 
schools; therefore be it 

“RESOLVED, That the University Board of Regents 
1) ratify the action involved in drafting an Act to 
Amend Article 4, Chapter 124, Colorado Revised Statutes 
1953, Relating to Colorado General Hospital, and (2) 
urge the passage by the 42nd General Assembly of the 
Act heretofore introduced which was in the form pro- 
posed by the Colorado Medical Society; and be it 
further 

“RESOLVED, That the Board of Regents of the 
University of Colorado ratify and confirm the statement 
of principles agreed upon between the Board of Regents 
and the Colorado Medical Society as set forth in the 
Memorandum of Agreement, dated August 21, 1956; 
and be it further 


“RESOLVED, That the Board of Regents of the 
University of Colorado express to the Colorado Medical 
Society and its Liaison Committee its appreciation for 
the assistance, advice ar.d cooperation extended to the 
Plan above referred to for the development of medical 
education at the Medical Center, and that the continued 
help and assistance of the Society and its members be 
sought to the end of carrying out the mutually agreed 
upon plan for such development. In this connection, 
the Board of Regents of the University of Colorado ex- 
presses to the Liaison Committee and the Society its 
intention to continue to seek the advice and assistance 


for Apri, 1959 


of the Society through its Liaison Committee in estab- 
lishing the details.” 


Dr. Sawyer (continuing): “That demonstrates 
the rapport we have been able to establish with 
the Regents of the University of Colorado. It has 
and will continue to do a great deal for medical 
education. We certainly urge that the Society 
carry out our part of the agreement. We hope 
that we can stay behind our school and see that 
it continues to grow and be one of the great 
medical schools of the country.” 


Report of the Board of Councilors 


Referred as printed to the Reference Commit- 
tee on Professional Relations. There was no sup- 
plement. 


Report of the Grievance Committee 


Referred as printed to the Reference Committee 
on Professional Relations, without supplement. 


Report of the Subcommittee 
on Panel Practice 


Secretary Sethman presented a mimeographed 
supplement on behalf of Chairman B. T. Daniels, 
who was representing the Society at a meeting in 
Cincinnati. The supplement was entitled “Analysis 
of the Findings, Conclusions and Recommenda- 
tions of the Report of the Commission on Medical 
Care Plans, by B. T. Daniels, M.D., Chairman, for 
the Grievance Committee’s Subcommittee on Panel 
Practice,” an 11-page document which had been 
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distributed to all members of the House, which by 
reference thereto made a part hereof. 

' A motion that the analysis be referred to the 
Reference Committee on Professional Relations 
without being read carried without dissent. 


Report of the Delegates to the A.M.A. 


Speaker Bolton referred the report of the Dele- 
gates to the A.M.A. in the Handbook, together with 
the verbal supplemental report by the senior 
Delegate, Dr. Kenneth C. Sawyer, which follows, 
to the Reference Committee on Professional Rela- 
tions. 


There are a couple of points in this report that need re- 
emphasis and the Board of Trustees of the Colorado State 
Medical Society asked for an additional verbal report per- 
taining to the recommendations of the report of the Com- 
mission on Medical Care Plans. Our report pertaining thereto 
is found at pages 92 to 96 of the Rocky Mountain Medical 
Journal, January, 1959, and I will re-read two paragraphs to 
bring us up to date on the action taken by the national body 
on the Commission on Medical Care Plans report. The refer- 
ence committee respectfully suggests “to the constituent 
associations reviewing the report in the interim, that their 
attitude regarding the report will be clarified if they arrive 
at some decisions in regard to the following basic points: 
(of this report) 

“L. Free Choice of Physician—Acknowledging the im- 
portance of free choice of physician, is this concept to 
be considered a fundamental principle, incontrovertible, 
unalterable, and essential to good medical care without 
qualification? 

“2. Clesed Panel Systems—What is or will be your 
attitude regarding physician participation in those sys- 
tems of medical care which restrict free choice of 
physician? 

“These suggestions acknowledge that the policy of 
the American Medical Association to encourage and 
support the highest quality of medical care for all 
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patients remains unchanged. They question, however, 

whether attitudes toward the free choice of physician 

and the closed panel system may be undergoing evolu- 
tionary change. 

“The House recommended that the Board of Trustees 
invite the constituent associations to forward their re- 
plies to these questions to the Executive Vice President 
60 days in advance of the June, 1959, meeting.” 

In other words, they want the Commission’s report care- 
fully read. A special issue, the January 17, 1959, issue of 
The Journal of the American Medical Association, gives the 
report of the Commission on Medical Care Plans. Since our 
Board of Trustees asked us to review this briefly for you 
today, Dr. B. T. Daniels, who is the Chairman of the Griev- 
ance Committee Subcommittee on Panel Practice, has made 
an excellent analysis of the findings and conclusions of this 
Commission on Medical Care Plans and analyzes it from 
the standpoint of just exactly what the Board of Trustees 
wanted us to clarify. 

In other words, this Commission report was not passed 
by the House of Delegates of the American Medical Associa- 
tion; it was referred for further study, not just by the Dele- 
gates and by the officers, but by every man in the country. 

I hope that all of you will read and re-read not only the 
report of the Commission, but Dr. Daniels’ very able analysis 
of this report. We think that the Commission did a terrific 
amount of work. You see, they have been working on this 
for four years and they certainly deserve a lot of thanks for 
their efforts. 

It is doubtful, however, if the authorities appointing the 
Commission had any idea that they would come up with the 
conclusions that they did. In other words, they did not 
emphasize the free choice of physician to a sufficient degree. 
The deliberations of the entire Commission concerning the 
Miscellaneous and Unclassified plans, which most of ours 
fall into, are actually based upon the conclusions of only 
four men, or one little segment of this Commission. In other 
words, the Commission members themselves, if you read 
this, are more or less divided against themselves .They are 
not sure that it is the thing that they want to do. Most of 
the material, insofar as we are concerned, and most of that 
which they have in their report, came from discussions with 
administrators and paid physicians of the plans, and from 
medical societies where these plans were located, and just 
certain ones that they chose to interview. 

We think it is not representative. At no place in the 
Commission repert were we able to find any direct statement 
that said that any patients were interviewed at all. And we 
were frankly amazed that a commission composed of men 
whose background of scientific training is such as to make 
them aware of the principles of good investigating processes, 
could ever recommend anything like this. This group of 
problems contains so many variables and so many diametri- 
cally opposed answers to questions, that conclusions cannot 
be drawn and the problem should therefore be approached 
from some other viewpoint if the entire project is not to be 
abandoned. We don’t see how they could come up with that. 
And it was not passed. 

Your Delegates and Alternates to the American Medical 
Association urge you to re-read the report and to read Dr. 
Daniels’ analysis of the findings and conclusions, and then 
go before your reference committees with concrete ideas so 
that when we go back to the A.M.A. meeting we will know 
what the doctors in Colorado want. As it now stands, we 
feel that the Commission report is—and we do not say it 
disrespectfully—unacceptable; it is based on the conclusions 
of too few people that had too much to do with it. “Free 
choice of physician’ are words of very sacred meaning to 
the State of Colorado. So far we have been able to stem 
the tide, and I think it is just about to turn; so let us stick 
by our guns and stand up for what we think is right. It is 
just that simple: “Free choice of physician,”” and everyone 
knows what that means. 


Report of the Executive Secretary 


There was no supplement to the printed report 
and it was referred to the Reference Committee 
on Board of Trustees and Executive Office. 


Report of the Public Health Committee 


Speaker Bolton referred the report of the 
Public Health Committee, supplemented verbally 
by Chairman Ward L. Chadwick, as follows, to 
the Reference Committee on Miscellaneous Busi- 
ness. 


Rocky Mountain MEpICcAL JOURNAL 


‘dp J 

4 
| ALL 


on 


os. = 


- 


OO a 


Polio is still a national problem and I would like to point 
out that there were 238 more paralytic cases in the United 
States in 1958 than in 1957. 

Over 50 per cent of the paralysis occurred in children under 
five years of age. Fifty-four per cent of the population under 
40 have not completed their three injections and 33 per cent 
of the children under five have not completed their three 
injections. As you know, we had several epidemics in the 
United States. And at the A.M.A. meeting in Minneapolis 
December 5th, the President of the American Medical Associa- 
tion said: “The problem is not vaccinating the American 
public; we must vaccinate the uninformed, the indigent and 
the complacent.” 

The A.M.A. House of Delegates adopted a resolution settai: 
forth three things: 

(1) Each physician assume the responsibility for making 
certain whenever possible that all members of families he 
serves receive protection against poliomyelitis by having the 
full three doses of polio vaccine. 

(2) State medical organizations arrange with state health 
departments for a joint effort to bring together county 
medical society representatives and representatives of county 
and city health departments for the purpose of discussing 
the need for joint study committees at the local level to survey 
the problems which may exist and to work jointly to serve 
them. 

(3) County medical societies meet with county and local 
health department representatives to create study committees 
to survey the problem of immunization as it may exist in the 
local area and develop and implement a satisfactory program 
to meet the local situation. 

The Immunization Committee has seen these recommenda- 
tions and I would recommend that these recommendations of 
the A.M.A. House of Delegates be reaffirmed by this body. 


Report of the Public Policy Committee 


Speaker Bolton referred the Handbook report 
of the Public Policy Committee, which was not 
supplemented, to the Reference Committee on 
Legislation and Public Relations. 


‘The improved analog of 


Report of the Special Ad Hoc Committee 
on By-Law Revisions 


Referred without supplement to the Reference 
Committee on Constitution, By-Laws and Cre- 
dentials. 

Speaker Bolton referred the Handbook Report 
of the Blue Shield Fee Schedule Advisory Com- 
mittee, as verbally supplemented by Chairman 
John H. Amesse with a progress report, as follows, 
to the Reference Committee on Insurance and Pre- 
payment Plans. 


Progress report of the Blue Shield Fee 
Schedule Advisory Committee 


Acting upon the previous recommendations of the Blue 
Shield Fee Schedule Advisory Committee and the appropriate 
reference committee, the House of Delegates of our State 
Medical Society last September approved in principle the 
development of two additional Blue Shield Plans—tentatively 
titled Standard Plan “A” and Preferred Plan “A” with 
family income limits of $4,500 and $9,000, respectively—and 
instructed the Advisory Committee to pursue the develop- 
ment of the fee schedules applicable to the additional Plans. 
It was suggested also that consideration be given to the 
feasibility of the institution of a deductible provision in 
Blue Shield, and to the simplification of titles of the pro- 
posed and existing Plans. 

Pursuant to these instructions, all Advisory Committee 
members were circularized by letter last November and asked 
to present this matter to their Component Societies or Spe- 
cialty Groups, and make known to the Advisory Committee 
their societies’ wishes insofar as the fee schedules for the 
additional Plans were concerned. 

The questionnaire thus distributed gave each Component 
Society and Specialty Group the opportunity to (1) accept 
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the Advisory Committee’s proposed percentage approach, 
wherein the fee schedule allowances for the Standard Plan 
“A” would be in the amount of 75 per cent of the existing 
Preferred Plan, and the allowances for the proposed Pre- 
ferred Plan “A” would be in amounts equal to 125 per cent 
of the existing Preferred Plan (the Preferred fee schedule 
was used as the base from which the percentage approach 
was applied because that schedule was not only carefully 
established by the Advisory Committee originally, but also 
had subsequently received the committee’s study and review 
on some 12 separate occasions), or (2) accept the foregoing 
percentage approach as generally acceptable and then specify 
those items in the schedule requiring adjustment not amenable 
to the percentage factor, and make appropriate recommenda- 
tions therefor; or (3) submit an alternate method of devising 
the needed fees. 

The various Societies which responded to the inquiry ex- 
pressed a majority opinion that the application of the per- 
centage factor to the existing Preferred Plan schedule was 
acceptable, and made suggestions to include the assistant 
surgeon benefit and provided fees for a few procedures where 
the application of the percentage formula was not satisfactory. 
However, four Specialty Groups dissented and stated sundry 
objections to the entire proposal, and in so doing brought 
to light some excellent points which your committee has 
explored and now acknowledges as worthy of incorporation. 
Other objections received do not appear to be well taken but 
all points raised are worthy of consideration and are set 
forth below for that purpose. 


I. SERVICE BENEFIT INCOME LIMITS 


It has been stated that the suggested service benefit income 
limit of $4,500 for the proposed Standard Plan “A” is too 
high and in too close proximity to the existing Preferred Plan 
limit of $6,000 per year. In exploring this, the committee 
recalled that the $4,500 amount was simply a suggestion made 
during its earlier meeting and need not be regarded as final. 
In fact, it is felt that this observation is entirely realistic and 
that an income limit of $3,600 per year would better serve 
to accomplish the desired purposes of having a Standard 
Plan “A.” In regard to the proposed Preferred Plan “A,” at 
a $9,000 income limit, there has been no serious expression 
of disagreement other than the observation made by some 
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that there is no market for such a Plan. The Blue Shield 
staff insists that there is a reasonable market for Preferred 
Plan “A.” These are two conflicting opinions but, in any 
event, Preferred Plan “A” with or without a market seems 
to be acceptable to all parties. 


Il. THE NEED FOR ADDITIONAL PLANS 


A warning note has been sounded against increasing the 
number of Plans offered. Some doctors feel that such a move 
will create objectionable complications. The committee does 
not share this concern and believes that if Blue Shield repre- 
sents the medical profession’s method of providing the people 
of Colorado with a realistic prepaid surgical-medical care 
program, it must be geared to our state’s economy in general, 
and the individual citizen’s pocketbook in particular. Nine 
short years ago, we were in the position of having only one 
Plan—the original Standard Plan with its $2,400 income limit 
and correlated fee schedule at a time when the great majority 
of the people and the profession found it both inadequate 
and unsatisfactory. As a consequence, the present Preferred 
Plan was developed which provided correspondingly increased 
income ceilings and fee allowances for professional services. 
When this program was developed, approximately 85 per cent 
of the families in Colorado were potentially assured that 
their covered professional expenses would be paid in full 
because that percentage of the family population was making 
less than $6,000 per year. As our economy has continued to 
expand, however, the incomes of more and more families in 
many areas of our state have increased so that today .ap- 
proximately 65 per cent of the families make less than $6,000 
per year, and 35 per cent exceed this amount. This over- 
income segment, which increases virtually every day, finds 
itself subject to additional charge. These additional charges 
are readily justified to the over-income member, however, 
many have grown to appreciate the service benefit feature 
of Blue Shield and it is their wish to pay higher dues in 
return for more adequate protection. Thus, an improved 
Plan represented by the higher fee schedule of Preferred 
Plan “A” with an income limit of $9,000 per year is needed, 
and will become increasingly important with continued wage 
advances. 

Despite a generally expanding economy, it is common 
knowledge that not all persons reap the harvest of an in- 
flationary boom and there is a respectable segment of our 
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Convenient information for 
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DIABINESE 


simple once-a-day dosage in practice 


During the initial control period, the patient should check 
his urine at frequent intervals, and report at least once weekly 
for review of symptoms, physical examination, urine and/or 
blood examination for glucose. 


The New Patient. o previous antidiabetic therapy ) 


1. Initial daily dose 500 mg. (2 tablets of 250 
mg. each) with breakfast. 


2. In elderly patients, initial dose 250 mg. (1 
tablet) daily. 


3. CONTROL PERIOD 


(a) If blood sugar reaches normal levels 
after three to seven days, or if glycosuria dis- 
appears, lower daily dose of 500 mg. to a level 
between 250 mg. (1 tablet) and 375 mg. (1% 
tablets of 250 mg.) with breakfast daily. In 
elderly patients, dosage may be reduced to as 
low as 100 mg. 


(b) If hyperglycemia or glycosuria persists 
or develops, increase the daily dose from 500 
mg. to 625 mg. (2% tablets of 250 mg.) with 
breakfast daily. In elderly patients, dosage 
should be increased from 250 mg. according to 
patient response. 


(c) Continue weekly adjustments during 
first month of therapy until maintenance dose 
has been established. Adjustments below 250 
mg. daily are best made in steps of 100 mg. (one 
100 mg. tablet). The maintenance dose may 
occasionally be as low as 100 mg. (one 100 mg. 
tablet daily) or, rarely, as high as 1.0 Gm. (four 
250 mg. tablets) daily. Do not exceed daily dose 
of 1.0 Gm. 


Transfer of Patient from Insulin 


1. If patient is taking 40 or less units of insulin 
daily and gives no history of severe or “brittle” 
diabetic response, discontinue insulin and re- 
place with DIABINESE as in The New Patient. 


2. Complete control period as for The New 


Patient. Priming (“loading”) doses should not 
be used. 


3. If patient is taking more than 40 units of 
insulin daily, or shows evidence of severe or 
brittle diabetes, reduce insulin dose by 50 per 
cent and initiate DIABINESE therapy as for The 
New Patient. Further reduction of insulin dos- 
age depends on patient response. 


Transfer of Patient from 
Other Oral Medication 


Where less than satisfactory control has been 
achieved with other oral medication, or where 
a change to once-a-day dosage is desired, 
DIABINESE may be successfully substituted. 
Such a transfer may be made by discontinuing 
previous oral medication, substituting 
DIABINESE, and continuing control period as 
for The New Patient. Avoid priming doses. 


The clinical safety of DIABINESE has been estab- 
lished by more than two years’ trial. By adher- 
ence to the above dosage schedule, side effects 
of DIABINESE will generally be infrequent, 
mild, and transient. 


DIABINESE 


brand of chlorpropamide 
once-a-day dosage 
THE MOST EFFECTIVE ORAL ANTIDIABETIC AVAILABLE 


SUPPLIED: Tablets, 250 mg., bottles of 60 and 250, white, scored. 
100 mg., bottles of 100, white, scored. 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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more potent and comprehensive treatment 
than salicylate alone 

.assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 

.much less likelihood of treatment-interrupting 
side effects'’® . . . reduces possibility of residual 
injury... Simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. . 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SIGMAGEN. 


Case 


tt Calls for 


Composition 
METICORTEN® (prednisone) 
Acetyisalicylic acid 

Aluminum hydroxide 
Ascorbic acid 


Packaging: siamacen Tablets, bottles of 

References: 1. Spies, T. D., et ai 

1955. 2. Spies, T. D., et al.: Postgrad 

3. Gelli, G.. and Delia Santa, t at 
7:1456, 1955. 4. Guerra, F.: Fed. Prox 3 


. 5. Busse, E. A.: Clin. Med. 2:1105, 19 
— R. B.; Panel Discussion, Ohio State M. J 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LEDERLED 
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population who, while they make more than the existing 
Standard Plan—$2,400 per year—do not need, nor can they 
afford, the present Preferred Plan geared for $6,000 per year 
incomes. This is especially true in the out-state areas, and 
has prompted a request by the representatives of rural medi- 
cine that the Standard “A” Plan be included in the program. 


Ill. DECLARATION OF OBSOLESCENCE 


The existing Standard Plan, having been devised in 1942, 
is becoming obsolete and totally unrealistic as a marketable 
product, except for those few people such as retirees, who 
find themselves living on a fixed income. Hence, it is felt 
that it would be desirable for Blue Shield to discontinue the 
sale of the present Standard Plan entirely, save for the few 
instances referred to, and replace it with Standard Plan “A” 
at the revised $3,600 level as the minimum basic coverage 
offered. The active offering list would include only three 
Plans: 

Standard “A” Preferred Preferred “A” 

$3,600 $6,000 $9,000 


IV. DOWNGRADING 


There has been some speculation over the fact that a large 
number of members of the present Preferred Plan would 
downgrade their coverage to the proposed Standard “A’”— 
especially, were the income limit to be $4,500 as suggested 
at one time. 

Your committee acknowledges this as a possibility but 
one which is minimized by the reduction of the income limit 
to the $3,600 suggestion. A tendency toward downgrading is 
not substantiated by past experience. More than 70 per cent 
of all Blue Shield members in Colorado have the Preferred 
Plan and this upgrading process was conducted entirely on 
a voluntary basis. 

The committee holds no fear of a mass exodus from 
the Preferred to the Standard “A” Plan, but rather expects 
that many of the present Standard Plan members will quickly 
find it to their advantage to increase their coverage to the 
proposed Standard “A,” whereas they currently seem fi- 
nancially unable to upgrade to the existing Preferred. 


V. DIFFICULTY IN DETERMINING THE PATIENT’S SERV- 
ICE BENEFIT ELIGIBILITY (INCOME STATUS) 
Reasonable objections have been presented concerning the 

difficulty which often confronts the physician in determining 
whether or not his patient is eligible for service benefit 
protection under the Blue Shield Plan of his choice, and it 
has been stated that the addition of the two Plans might 
serve to compound the confusion. The committee recognizes 
this problem, but believes that the question of service benefit 
eligibility is a personal matter between the physician and 
his patient, and that any efforts on the part of Blue Shield 
to invade this area would be a transgression. There will al- 
ways be instances in which there is doubt as to precisely 
what the patient’s income might be, but it is incumbent on 
the patient himself to make known his position to his physi- 
cian either in advance of service or upon receiving the doctor’s 
regular fee billing. Thus, in the absence of knowledge as to 
a patient’s financial position, the physician is within his 
rights to make an additional charge whenever he feels such 
is just. If it develops that an additional charge is a financial 
hardship and the patient makes his eligibility for service 
benefit protection known, the physician merely cancels the 
charge, thus giving strength and meaning to the service bene- 
fit concept. 

It is felt that it is the responsibility of the medical pro- 
fession to devise adequate service benefit protection from 
which at least a substantial majority of the people of Colorado 
may voluntarily choose, and such goal should not be shelved 
because of the problems posed by such question as deter- 
mination of eligibility for service benefit protection. 


VI. DEDUCTIBLE FEATURES 


Consideration has been given to the inclusion of a de- 
ductible feature in the basic Blue Shield Plans as requested. 
In exploring this, it was noted that such a feature carries 
with it many shortcomings which tend to make it administra- 
tively cumbersome. Specifically, the first question which 
must be answered is against whom does the deductible apply: 
the physician rendering the first service, or the physician 
first reporting his services to Blue Shield. However, in 
certain forms of coverage which extend Blue Shield’s benefit 
further into the broad field of medical care, a deductible 
provision seems both desirable and feasible. The Blue Shield 
Home and Office Call Medical Benefit Rider is being built 
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on a deductible basis. It is felt, however, that a deductible 
provision is not practicable for the basic Plans. 


VII. PLAN TITLES 

In regard to the reference committee’s suggestion that the 
titles of the sundry Blue Shield Plans be designated nu- 
merically (i.e., Plans 1, 2, 3, 4) rather than by name, your 
committee recognizes the difficulty of ascribing titles to a 
multiplicity of programs such as were under consideration. 
However, the adoption of numerical designations for not only 
the new Plans, but also the existing Plans, would create 
considerable needless expense for Blue Shield in that new 
membership certificates and new identification cards would 
have to be issued to all of the more than 550,000 members. 
Aside from the expense, needless unrest would be created 
in the minds of the members who would mistakenly think 
some contract change had been made. In recognition of the 
fact that it is contemplated that the sale of the Standard 
Plan as we know it today will be restricted in the future, 
it is felt that it would be relatively easy to cope with three 
Plans designated by name, and that normal attrition would 
ultimately result in all members being in one of the three 
Plans: Standard “A,” Preferred, and Preferred “A.” 

Thus, the committee believes that the need for a change in 
Plan tifles would be removed by the reduction in the number 
of the Plans actively offered. 


CONCLUSION 

Your Advisory Committee after due and careful considera- 
tion of the sundry points set forth in the foregoing report 
submits the following recommendations: 

1. That the proposed Standard “A” Blue Shield Plan bear 
a service benefit income level of $3,600 for a family, and 
$2,400 for a single person. 

2. That the service benefit income levels of the proposed 
Preferred Plan “A” be in the amount of $9,000 for a family, 
and $6,000 for a single person. 

3. That the fee schedules for the proposed Plans be in 
the amounts of 75 per cent and 125 per cent of the current 
Preferred Blue Shield Plan fee schedule allowances in the 
Standard ‘‘A” and Preferred “A” Plans, respectively, provided, 
however, that the revised schedules include such individual 
fee adjustments as may be requested to the extent that they 
prove to be actuarially practicable and acceptable to the 
profession. 

4. That the deductible feature be restricted for use under 
the Blue Shield Home and Office Rider. 

5. That the titles of the Plans remain as originally sug- 
gested, and the number of Plans included on the active offer- 
ing list be restricted to three: Standard “A,’”’ Preferred, and 
Preferred ‘‘A.”’ 

6. That the Blue Shield Plan proceed with reasonable dis- 
patch so that the proposed Plans may be made available to 
the subscribing public beginning in January of 1960. 

We wish to thank the many members of the medical pro- 
fession who have taken the time and trouble to make their 
feelings known to the Committee and to submit the sundry 
suggestions and recommendations which have resulted in the 
improvements of the contemplated Plans. 


Dr. Amesse (continuing): “We are particularly 
grateful for the invaluable assistance rendered 
this committee by Jack Vance, Executive Director 
of Blue Shield, whose firm grasp of salient facts 
is matched by his command of rhetoric, and by 
Paul Shermack, Mr. Vance’s remarkably capable 
assistant.” 

Speaker Bolton: “Since Dr. V. V. Anderson is 
not yet here, we will ask Dr. Bill Curtis to act as 
temporary chairman of the Reference Committee 
on Insurance and Prepayment Plans until Dr. 
Anderson arrives.” 

The Chair announced that all regular reports 
scheduled for this Interim Session had been com- 
pleted and Secretary Sethman certified that all 
boards and committees named in the call for this 
meeting had reported. 


Unfinished business 


Vice Speaker Covode: “Next is Unfinished Busi- 
ness which has been printed in the Handbook, 
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and in that connection a booklet has been aiready 
passed around to all members of the House. Does 
the Subcommittee on Professional Insurance, Dr. 
J. B. McCloskey, Chairman, wish to make any 
report in this connection?” 

Dr. McCloskey: “In connection with the folder 
including insurance forms that has been passed 
around, the Subcommittee on Professional Insur- 
ance desires to make the following supplemental 
report.” 


The Subcommittee on Professional Insurance concurs with 
the recommendation of its predecessor in urging the approval 
and adoption by this body of the standard insurance report- 
ing forms developed by the Health Insurance Council and 
the American Medical Association. 

The Subcommittee recommends additionally that where 
treatment is prolonged as in radiotherapy or physical therapy 
that the date of each office call not necessarily be enumerated, 
but rather the total number of treatments and the total flat 
fee charged shown. 

Finally, the subcommittee desires to submit for your 
consideration the suggestion that the Colorado State Medical 
Society have printed forms of this type and make them avail- 
able to the membership on a cost basis. 

Respectfully submitted. 


(Signed) JOSEPH B. McCLOSKEY, Chairman. 
K. D. A. ALLEN LAWRENCE DICKEY 
KESTER V. MAUL BERNARD E. CAMPBELL 
GEORGE L. PATTEE DAVID W. BOYER 


New business 


Vice Speaker Covode: “We are now ready for 
New Business. Under previous action in approv- 
ing that section of the Board of Trustees Report 
relating to an unofficial Nominating Committee, 
I will declare the first order of New Business to 


in very special cases 
a very superior brandy. 


specify 
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HENNESSY 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 
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be the election of an unofficial Nominating Com- 
mittee, in the same manner as the Annual Nomi- 
nating Committee chosen at an Annual Session. 
This means that the committee must consist of 
seven Delegates, no two of them from the same 
Component Society. The Chair will now receive 
nominations from the floor for the seven positions 
on this committee.” 

The following seven persons were nominated 
by orderly procedure. A motion that nominations 
be closed then carried without dissent, following 
which the House without dissent elected these 
persons to serve as an unofficial Nominating Com- 
mittee in relation to the selection of a third A.M.A. 
Delegate and Alternate: 

Dr. Martin VanDerSchouw (Larimer County) 

Dr. Kenneth E. Gloss (El Paso County) 

Dr. Sam W. Downing (Denver) 

Dr. H. Harper Kerr (Pueblo County) 

Dr. Lawrence L. Hick (Delta County) 

Dr. William Curtis (Boulder County) 

Dr. James Kennedy (Arapahoe County) 

Vice Speaker Covode: “The committee will 
elect its own Chairman and report to the House 
tomorrow, so that this may be officially carried 
to the Board of Trustees.” 


Additional new business—resolutions 

Dr. S. M. Prather Ashe (Denver) presented and 
recommended the adoption of the following resolu- 
tion which was by Vice Speaker Covode referred 


use 


XYLOCAINE?® uci so_uTion 


(brand of tidocaine*) 


as a local or topical anesthetic 


Xylocaine is routinely fast, profound and well tol- 


erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 


*U.s. PAT. NO. 2.441.498 MADE IN U.S.A. 


pain-free exploration and longer suturing time. 


to the Reference Committee on Miscellaneous 
Business: 


Resolution presented by Denver County 
Medical Society 


WHEREAS, The House of Delegates of the Colorado 
State Medical Society approved and supported a bill for 
simplification of obtaining autopsy permission at its 
September, 1958, session; and 

WHEREAS, This bill is now being considered by 
the Colorado State Legislature in one of its committees: 
be it therefore 

RESOLVED, That the House of Delegates of the 
Colorado State Medical Society reiterates its support of 


this bill and urges the Colorado State Legislature to 
pass it into law. 


Resolution presented by Pueblo County 
Medical Society 


Dr. H. Harper Kerr (Pueblo) presented the fol- 
lowing resolution which was referred to the Refer- 


ence Committee on Legislation and Public Rela- 
tions: 


Recent weeks have brought forth heated controversy con- 
cerning the status of the Colorado State Hospital at Pueblo, 
Colorado. A recent survey of the hospital by the U. S. Public 
Health Service has revealed a desperate need for relief of 
overcrowding as well as an increase in staff psychiatrists. 
This has been pointed out to the Chief Executive and to the 
Legislature on numerous occasions since 1936 by Dr. F. H. 
Zimmerman. However, funds for securing psychiatrists are as 
yet limited to near pre-war pay scales. This makes it prac- 
tically impossible to attract qualified men in any field, 
especially psychiatry. 

Accredited training programs for residencies in _psychi- 
atry, medicine, pathology and surgery are, and have been, 
functioning for years. There is also a fully accredited train- 
ing program for medical technologists in action, and the 


IN OFFICE SURGERY! 


ELECTIVE AND TRAUMATIC 


xXYLOCAINE 


MYOROCHLORIDE % 


ASTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U.S. A. 


j warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


(brand of hydroxyzine) 


IN WORKING ADULTS 
“especially well suited for 
ambulatory patients who must 
work, drive a car, or operate 
machinery.” 


IN GERIATRICS 
“ability to decide correctly 
has increased, while the 
illogical response to anxiety 
has diminished.”' 


: 
controlling tension an 
IN PEDIATR : anxiety... Its safety makes 
“ATARAX appeared to reduce by it an excellent drug for 
anxiety and restlessness, ° out-patient use in office 
improve sleep patterns and : practice. oy 
make the child more amenable 
to the of new 
Di terns of behav 
A 
AS 
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INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : of 100. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. t.i.d. : Parenteral Solution, 10cc. 
over 6G years, two tsp. t.i.d. : multiple-dose vials. , 
. : References: 1. Smigel, J. O., 
For adult tension 25 mg. one tablet q.i.d. Am. Ger, 
and anxiety tablets : in press. 2. Freedman, A. M.: 
Syrup one tbsp. q.i.d. $ Pediat. Clin. North America 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets : New York 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- $ 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at méd. 64:2239 (Dec. 26) 1956. 
6.Bayart, J.: Presented at 


4-hour intervals. Dosage for 
children under 12 not 
established. 


the International of 
ediatrics, Copenhagen, 


emergencies 
Pe 
Denmark, July 22-27, 1956. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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hospital has the distinction of being the only psychiatric 
hospital in the country approved for dietary interns, and, 
incidentally, the only hospital in Colorado with an approved 
course for dietary interns. 

Since publication of the report by the U. S. Public Health 
Service, funds previously appropriated by the Legislature 
for new buildings at Colorado State Hospital have been 
withdrawn by the Governor’s order. The U. S. Public Health 
survey team recommends a second mental hospital to be 
located in the Denver area. We have no quarrel with this, 
but we do not endorse having funds previously intended for 
the Colorado State Hospital in Pueblo used for building an 
entirely different institution when the need for such buildings 
is still paramount at Colorado State Hospital in Pueblo. 

Therefore we, the Delegates from Pueblo County Medical 
Society, do hereby present the following resolution: 


RESOLUTION 


“WHEREAS, The past record of Dr. F. H. Zimmer- 
man has been one of progressive thinking and action, 
we do hereby endorse the suggestions and recommenda- 
tions both past and present of Dr. F. H. Zimmerman 
and his staff; and 

“WHEREAS, In view of the shortage of qualified 
psychiatrists at the Colorado State Hospital, we do 
hereby implore the Legislature to provide an adequate 
salary scale to allow employment of a staff of quali- 
fied psychiatrists, large enough to cope with the needs 
of the Colorado State Hospital at Pueblo, and whatever 
other qualified professional personnel Dr. F. H. Zimmer- 
man should deem necessary to provide the care that 
is necessary for the patients of the Colorado State 
Hospital; and 

“WHEREAS, There is a gross overcrowding at the 
Colorado State Hospital in Pueblo, we implore that the 
funds that were previously allocated to Colorado State 
Hospital Building Fund, be allowed to be used for their 
intended purpose, and should these not be adequate, 
to accomplish the purpose for which they were in- 
tended, that an equitable estimate of the increasing 
costs of such construction be accepted and favorably 
acted upon by the legislative body of the State of 
Colorado.” 


Resolution presented by the Garfield 
County Medical Society 


Dr. Edward E. Mueller (Garfield) presented 
the following resolution which was referred to the 
Reference Committee on Professional Relations: 


WHEREAS, The Board of Councilors of the Colorado 
State Medical Society has published on May 1, 1957, 
an official opinion regarding the subject of Free Choice 
of Physician, which opinion clearly stated that after a 
one-year period of adjustment, that is, May 1, 1958, 
all physicians who knowingly or willingly participate 
in medical plans which deny their beneficiaries the 
right of free choice of physician would be guilty of 
unethical and unprofessional conduct and subject to 
discipline by the Society; and 

WHEREAS, The members of the Garfield County 
Medical Society, taking cognizance of this opinion of 
the Board of Councilors, have unanimously resigned 


Newton 
Optical Company 


GUILD OPTICIANS 


Catering to Medical Profession Patronage 


Phone KEystone 4-8714 


309-16th Street Denver 
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from all plans and have refused to participate in all 
plans which do deny free choice of physicians, as have 
many other members of the Colorado State Medical 
Society; but whereas many other members of the 
Colorado State Medical Society have not discontinued 
their participation in such plans which deny free choice 
of physician, so that beneficiaries of these plans who 
are denied the privilege of going to the physician of 
their choice may still go to those physicians participating 
in the plan; and 

WHEREAS, It is our feeling that this situation is 
highly detrimental to a good doctor-patient relationship 
between the beneficiaries of such plans and those doc- 
tors who have resigned from further participation in 
the plans; and 

WHEREAS, We believe this situation will lead to 
increasing dissatisfaction among those members of the 
Society who have complied with the Board of Councilors’ 
directive but who see their colleagues continue to pro- 
ceed as before; be it herewith 

RESOLVED, That the Board of Councilors, the Griev- 
ance Committee, and all other committees whose duty 
it is to implement the carrying out of these free 
choice principles, hereby accelerate to the utmost their 
actions in order to obviate the inequalities which now 
exist. 


Resolution Presented by the Denver 
County Medical Society 


Dr. Terry J. Gromer (Denver) presented the 
following resolution from the Denver County 
Medical Society which was referred to the Refer- 
ence Committee on Insurance and Prepayment 
Plans: 


RESOLUTION 


WHEREAS, The House of Delegates of the Colorado 
State Medical Society in September, 1958, approved in 
principle the addition of two new Blue Shield plans; 


WHEREAS, The State Society membership in general 
and many of the delegates were poorly informed in 
spite of attempts by Blue Shield to so inform them of 
the implications and effects of these two new plans; 


WHEREAS, Several groups have, in the last two 
months, gone on record overwhelmingly disapproving 
the addition, in particular, of a proposed “Standard A” 
plan between the present standard and preferred plans; 
be it 


RESOLVED, That the House of Delegates favor the 
continued study of the addition of the proposed ‘Pre- 
ferred Plan 

That the “Standard A” plan be rejected; 

That the present preferred plan be corrected to the 
point of complete satisfaction; 

That the preferred plan premiums, income coverage 
and fee schedule be tied to the “cost of living’ index 
with readjustment every third year. 


Dr. Gromer (continuing): “I think the action 
last night of changing the coverage from $4500 to 
$3600 would certainly have some bearing on this, 
but I, of course, am not permitted to change the 
resolution.” 


Blue Shield report to the House of Delegates 
of the Colorado State Medical Society 


Dr. Frederick H. Good, President of Colorado 
Medical Service, Inc., presented the Blue Shield 
Annual Report to the House of Delegates which 
was referred to the Reference Committee on In- 
surance and Prepayment Plans. (This report had 
been mimeographed and had been distributed, and 
by reference thereto made a part hereof.) 


Executive session 


Speaker Bolton: “It seems there is Executive 
continued on 134 
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new erythromycin suspension 


ERYTHROCIN 


Ethyl Succinate 


ORAL SUSPENSION 


a new derivative of erythromycin designed especially for children 


Never a flavor like this in an antibiotic suspension 


A new achievement in pharmaceutical elegance—a ready-mixed stable suspension so sweet and good 


you can’t tell it’s “medicine.” No bitterness, no unpleasant aftertaste—just pure, sweet citrus flavor. 


Never an antibiotic better proved against everyday coccal infections 
After millions of prescriptions, an unexcelled safety record. High, peak blood levels within one 


hour—plus nearly 100% effectiveness against coccal infections. And, unlike broad-spectrum anti- 


biotics, Erythrocin is classed as a bactericidal antibiotic. 


INDICATIONS: Against staph-, strep- and pneumococci. Especially useful when patients are allergic to 
penicillin or other antibiotics. DOSAGE: For children, 30 mg. /Kg. per day. Adults, 1 to 2 Gm. daily, 
depending on severity of infection. SUPPLIED: in 60-cc., pour-lip bottles. Each 5-cc. teaspoonful 
represents 200-mg. of Erythrocin activity. OB 
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Session business to be transacted. If there is no 
objection the Chair will therefore declare the 
House in Executive Session as soon as the room 
can be properly cleared. I will appoint Drs. Curf- 
man and Haney as Sergeants-at-Arms, and direct 
them to clear the room of all persons except those 
entitled to remain during the Executive Session.” 

House temporarily in Executive Session to re- 
ceive confidential reports. No action taken. 

Speaker Bolton declared the House again in 
open session and requested the Sergeants-at-Arms 
to open the doors. 


Further new business 


Dr. Carl W. Swartz, Trustee: “As chairman of 
the Personnel Committee I have been requested 
by several members of the Society to let every- 
body know that one of our trusted employees has 
been seriously ill in the hospital: Mrs. Geraldine 
Blackburn, and to request authority from the 
House to send her an appropriate bouquet in the 
name of the House and the entire Society. Mr. 
Speaker, is it proper that such authorization be 
made now?” 

A motion from the floor to grant the authoriza- 
tion above requested carried without dissent. 

Speaker Bolton revised the printed list of the 
reference committees, occasioned by some absen- 
tees, to assure fuli committee strength. 

After routine announcements by the Secretary, 
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the Speaker declared the House of Delegates ad- 
journed until Wednesday, February 18, at 4:30 p.m. 


SECOND MEETING 
Wednesday, February 18, 1959 


Vice Speaker Covode called the House to order 
at 4:30 p.m. The roll call disclosed 71 accredited 
members of the House present, more than a 
quorum (later in the meeting this was revised 
to 78). 

Speaker Bolton introduced several guests and 
distinguished visitors and at his invitation, Presi- 
dent James C. Sedgwick of the New Mexico Medi- 
cal Society addressed the House as follows: 

“I bring you greetings from the Land of En- 
chantment, a country famed far and wide for its 
beneficial effect on respiratory infections, both 
acute ana chronic! 

“Our next New Mexico Annual Session next 
May will be a medical meeting the likes of which 
you have never seen before, and after this experi- 
ence I do not know whether it will ever be done 
again! 

“The entire program is going to be devoted to 
Space Medicine. We want to do this because there 
are a great many things going on there that we 
think doctors would like to see and learn of per- 
tinent facts related thereto. I happen to be one 
of the few people who have had the opportunity 
to see this Air Development Center. It makes 
Buck Rogers look sick! You won’t believe it when 
you see it. 

“The first day will be spent in observing, and 
the next two days will be spent listening to ex- 
planations of what you saw the day before, by 
men who are doing this work. 

“The place is Las Cruces, New Mexico, and 
the date is May 4. If you are planning to come, 
please get your registration to us by April 15. 
Each has to be cleared through national security 
to make sure you aren’t communists, and you can’t 
go unless you do. Thank you.” (Applause.) 

In the absence of objection by any member of 
the House and on motion regularly seconded and 
carried without dissent, the House dispensed with 
the reading of the Condensed Minutes of the First 
Meeting of the House at this 24th Interim Session. 

President John I. Zarit, Chairman of the Board 
of Trustees, presented a Supplemental Report of 
the Board of Trustees, which Speaker Bolton ac- 
cepted in the absence of discussion or objection. 
The text of the report follows: 


Supplemental Report of the 
Board of Trustees 


At its meeting yesterday, the Board took three actions 
which should be reported to the House today. 

The Board voted to send the chairman of the Society’s 
Medicolegal Committee, Dr. William A. Liggett, and our 
regularly retained legal counsel, Mr. J. Peter Nordlund, to a 
regional medicolegal symposium and conference to be held 
for western states in Salt Lake City under A.M.A. sponsorship. 
This meeting will be held April 17-18, 1959. 


Rocky MountTaIn MEDICAL JOURNAL 


ag 
: 
| | 
| 
| 
— 
— 


we 


The Board also voted to send a representative to an A.M.A. 
conference which will be held in San Francisco on Wednesday, 
April 11, 1959, for study of the Relative Value Scale system 
with regard to fee schedules such as those applying to Blue 
Shield plans. Arrangements have been made whereby our 
own Blue Shield will share the expense of sending our repre- 
sentative to this meeting. Our representative will probably 
be a member of the Board of Trustees to be selected later 
after arrangements are completed. 

Your Board highly approved the plan inaugurated yester- 
day whereby the annual report of Colorado Medical Service, 
our Blue Shield plan, was given first to the House of Dele- 
gates here at the Midwinter Session, in advance of mailing 
a printed report all over the state. Our Board voted to request 
Blue Shield to continue this plan annually. At the same time, 
the Board voted to direct this Society’s senior representative 
to the Blue Cross Board of Trustees to also give an annual 
report to this House of Delegates concerning the activities of 
Blue Cross and the relationship of our representatives to 
that Board. The House may recall that our Society annually 
appoints two representatives to the Blue Cross Board, and 
we believe this liaison should be more thoroughly used by 
having a personal report each year to the House of Delegates. 


Speaker Bolton: “As you know, we now have 
over 2,000 active State Society members, entitling 
us therefore to a third Delegate to the A.M.A., and 
an Alternate. Under the existing Constitution this 
ordinarily would be done by election in the Board 
of Trustees, to place this man in office and have 
him available for the June A.M.A. meeting and 
begin gaining his seniority in the A.M.A. However. 
due to the benevolent democracy of our President, 
he felt that he would like to have the House par- 
ticipate in this in an unofficial manner so that all 
of those who would be interested would have 
something to say in the matter. I would like to 
read you a portion, therefore, of paragraph 7 of 
the Board of Trustees’ Minutes, dated January 10, 
1959: 

“Following discussion, Drs. Daniels and Service 
moved that the Board of Trustees request the House 
of Delegates to unofficially select the names of physi- 
cians for consideration by the Board of Trustees of the 


new A.M.A. Delegate and Alternate who will serve the 
balance of this year. 


“Ordinarily this would not require any voting 
action on the nominee to be presented today, but 
Dr. Zarit tells me that he would like very much 
if we would take a vote and tabulate it so that 
the Board will know which man has received the 
highest favor from this House. That is what we 
will do. 

“T therefore now ask for the report of the 
Nominating Committee, which is unofficial.” 

Dr. Sam W. Downing, Chairman of the unoffi- 
cial Nominating Committee, presented the follow- 
ing report: 


Report of Informal Nominating Committee 

Your committee met and herewith presents the 
following names: 

For Delegate to A.M.A. to serve the balance of 
1959: Dr. Fred A. Humphrey of Fort Collins and 
Dr. Clare C. Wiley of Longmont. 

For Alternate: Dr. Gatewood C. Milligan of 
Englewood and Dr. J. Alan Shand of La Junta. 

Your Nominating Committee consisted of Dr. 
Kerr, Pueblo; Dr. VanDerSchouw, Larimer; Dr. 
Hick, Delta; Dr. Curtis, Boulder; Dr. Kennedy, 
Arapahoe; Dr. Gloss, El Paso; Dr. Downing, Den- 
ver, Chairman. continued on next page 
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Dr. Wiley: “Believe me, gentlemen, I am dee>!y 
honored by the action of this Nominating Com- 
mittee. Nothing would give me more pleasure 
than to represent the Colorado State Medical 
Society in the American Medical Association 10 
or 15 years from now. But for me this is not the 
time. I spoke before this Nominating Committee 
yesterday in favor of Dr. Fred Humphrey, though 
taking nothing away from anyone else who had 
been considered for this job. Dr. Humphrey is 
well acquainted with working for the A.M.A. and 
he wants this job. He is in a position now where 
he can take it and do a good job for all of us. 
I appreciate it more than I can ever say but I just 
must decline.” 

Speaker Bolton: “Dr. Wiley, do I understand 
you formally are withdrawing your name then, 
which you have the right to do?” 

Dr. Wiley: “Yes, sir.” 

Speaker Bolton: “Just as though we were to 
hold a regular annual election, though this is un- 
official, I believe the Chair should entertain 
nominations from the floor. Does any Delegate 
wish to offer a nomination for the position of 
A.M.A. Delegate to fill the new vacancy?” 


Nomination from the floor 


Dr. V. V. Anderson (San Luis Valley): “In 
view of Dr. Wiley’s withdrawal, I should like to 
nominate for the consideration of the Board of 
Trustees another good man. I believe, as Dr. Wiley 
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just said, that competence is absolutely necessary 
in the House of Delegates of the American Medical 
Association. I think that one man has been over- 
looked who has had experience as an Alternate 
Delegate in the American Medical Association for 
several years. I think his ability should be recog- 
nized insofar as possible. So, Mr. Speaker, in addi- 
tion to the excellent choices already made by the 
Nominating Committee, I should like to present 
for the consideration of the Board of Trustees for 
Delegate to the American Medical Association, Dr. 
Irvin E. Hendryson of Denver.” 

Dr. Frederick Tice, Jr. (Pueblo): “I wish to 
second that nomination and state that the Pueblo 
Delegates have felt that Dr. Hendryson should be 
definitely considered for the job as Delegate, even 
if he has to resign as Alternate and then some- 
body else take that position.” 

There were no other nominations from the 
floor and a motion to close nominations carried 
without dissent. 

The Speaker appointed Drs. W. C. Service, 
G. H. Curfman and Terry J. Gromer as tellers. 

Speaker Bolton: “While the tellers are complet- 
ing their work I will ask if there are any nomina- 
tions from the floor for Alternate Delegate, other 
than those listed, which were Dr. Gatewood C. 
Milligan of Englewood, and Dr. J. Alan Shand 
of La Junta. 

Dr. Gromer: “I do not know whether Dr. Clare 
Wiley will consider this or not. I haven’t talked 
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with him. But I sat with him last year when he 
was roped into the presidency about as ill-pre- 
pared as anyone could have been, and he handled 
that job in a tremendously splendid fashion. We 
who worked with him really appreciated it. I 
saw him work at the A.M.A. meetings last June; 
and I think he is a gentleman we would like to 
foster and bring along and educate and eventually, 
I would hope, maybe in 15 years, have him become 
a Delegate. Therefore, I would like to offer him 
as an Alternate if he will accept it.” 

Speaker Bolton: “Clare Wiley, you are on the 
spot again. (No response.) Since we do not hear 
any objection from Dr. Wiley, we will put him 
down as a third candidate for Alternate. Are there 
other nominations from the floor for Alternate?” 
(No response, and a motion to close nominations 
carried without dissent.) 

Speaker Bolton then appointed tellers for the 
ballot on Alternate: Drs. McDonald, Robert Harvey, 
and Crumbaker. 

(There was a question: “Mr. Speaker, do I 
understand we are voting for Delegates first and 
then we will decide whether it is necessary to 
vote for one or two Alternates?’’) 

Speaker Bolton: “All we are doing is trying 
to determine the name of the most popular man 
to take to the Board. We have just proceeded to 
ballot for those nominated for Delegates. We are 
now passing ballots for suggested names to advise 
the Board concerning Alternate, for an Alternate 
for the new Delegate. I think we are in order, 
because we are only advising the Board of Trustees 
in any event. It is an unofficial advice to the 
Board of Trustees. I assume that they will take 
this advice, but they are not required to do 30.” 

The House proceeded to the next order of busi- 
ness, Reference Committee reports, while awaiting 
results of the balloting. 


Report of the Reference Committee on 
Board of Trustees and Executive Office 


Your Reference Committee has considered the 
reports of the Board of Trustees as listed in the 
Handbook on pages 7-14 except certain portions 
which were referred to other reference commit- 
tees. 

(a) These reports are listed under the headings 
(1) Society’s Finances, (2) Component Society 
Visits, (3) Rocky Mountain Medical Journal, (4) 
Rocky Mountain Medical Conference, (5) 1961 
A.M.A. and State Meetings, (6) Status of Litiga- 
tion with UMWA Physicians (to which no supple- 
mental report from the Board of Trustees was 
forthcoming), (7) High School Science Fair, and 
(8) Miscellaneous Actions. 

Your reference committee found no contro- 
versial matters in any of these headings except 
as pertains to 1961 A.M.A. and State Meetings. 
Your committee heard testimony from two mem- 
bers of the Board of Trustees, and it is our recom- 
mendation that the 1961 annual meeting be held 
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in September, 1961, and that this session be ab- 
breviated to the minimum permissible under our 
By-Laws which would consist of two meetings of 
the House of Delegates and two general meetings. 
If circumstances arise which would make this 
abbreviated meeting impracticable, we feel the 
Board of Trustees should not be bound by this 
recommendation. Your committee approved the 
recommendation of the Board that this meeting 
be held in Denver since Pueblo, which was desig- 
nated originally, would not have adequate facili- 
ties by September, 1961. Your committee wishes 
to commend the members of the Board of Trustees 
for their loyalty and dedicated service. 

(b) Your committee has considered the Report 
of the Executive Secretary as printed on pages 
21-25 of the Handbook except for that portion 
entitled “Official Request of the A.M.A.” which 
was referred to another reference committee. We 
wish to commend the Executive Secretary for the 
concise, clear manner in which the items were 
covered. From personal observation, we are pleased 
with the new format and binding of the Rocky 
Mountain Medical Journal. Your committee wishes 
to commend the staff personnel of the Executive 
Office for their efficient counsel and assistance 
to the membership of the Society. 


JACKSON SADLER, Chairman 
E. E. MUELLER W. A. H. RETTPERG 
JAMES PERKINS FRANK STANDER 


’' The above report was adopted, section by 
section and as a whole, on motions regularly 
passed, without dissent. 


Report of Reference Committee on 
Legislation and Public Relations 


(a) Your reference committee recommends ap- 
proval of the report of the Board of Trustees- 
Board of Regents Liaison Committee as carried 
on pages 11, and 14 to 18 of the Handbook, together 
with the supplement presented by the Chairman, 
Dr. Sawyer. The committee also wishes to thank 
the Board of Regents at the University of Colo- 
rado and the Board of Regents Liaison Committee 
of the Colorado Society for their report on the 
erection and operation of the new Colorado Gen- 
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eral Hospital. 

(b) Your committee recommends approval of 
the report of the Public Policy Committee as 
printed on pages 28 and 29 of the Handbook, with 
the exception of the third paragraph relating to 
the Department of Public Health which states that 
there is a proposal to require that all public health 
officers be holders of a degree. We recommend 
that paragraph 3 read as follows: “The Department 
of Public Health has enlisted our approval in a 
proposal to require all local health officers when- 
ever practicable to be holders of a suitable degree 
in order to qualify for office. .. .” 

(c) The committee recommends approval of 
the resolutions presented by the Pueblo County 
Medical Society referring to the suggestions and 
recommendations of Dr. Zimmerman regarding the 
shortage of qualified psychiatrists and the need 
for pay increases, and the increases in the funds 
which were allocated for the building program 
at the State Hospital. 


PAUL B. STIDHAM, Chairman 
KENNETH E. GLOSS LEO J. NOLAN 
ROBERT E. McCURDY Cc. W. SABIN 


The above report was adopted, section by sec- 
tion and as a whole, without dissent, on motions 
regularly passed. 


Report of the Reference Committee 
on Professional Relations 


(a) The committee approves the reports of the 
Board of Councilors and the Grievance Committee, 
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as printed on pages 18 and 19 of the Handbook, 
and recommends their adoption. 

(b) Your committee also approves the report 
of the Grievance Committee’s Subcommittee on 
Panel Practice, as carried on pages 19, 20 and 21 
of the Handbook. 

(c) Your committee accepts the report of the 
Delegates to the A.M.A. as carried on page 21 of 
the Handbook, highly approves the supplement 
given verbally by Dr. Sawyer, and commends the 
activities of the Delegates, and reaffirms our 
Society’s firm stand of favoring Free Choice of 
Physician. 

(d) The committee has considered the Official 
Request from the A.M.A. as printed on pages 24 
and 25 of the Handbook. 

With respect to: 

(1) Free Choice of Physician: We recom- 
mend that our Delegates to the A.M.A. be 
assured of the undivided support of thé 
House of Delegates of the Colorado State 
Medical Society. We acknowledge the con- 
cept of Free Choice of Physicians as a 
fundamental, basic principle in the practice 
of medicine. In our opinion, there have been 
and will be occasions when exceptions must 
be allowed; i.e., geographic isolation is one 
example. 

(2) Closed Panel Systems: This commit- 
tee recommends that the Delegates go on 
record as definitely opposing closed panel 
systems of medicine inasmuch as they do not 
favor the principle of Free Choice of Physi- 
cian. 

(e) Your committee has considered the resolu- 
tion from the Garfield County Medical Society, 
and we feel that the matter of implementing the 
Findings and Opinion of the Board of Councilors 
relating to the Free Choice of Physician principle 
should be left entirely to the discretion of the 
Grievance Committee and the Board of Councilors, 
particularly in view of the pending litigation. We 
therefore recommend that no action be taken on 
the resolution of the Garfield County Medical 
Society. 

(f) Your reference committee also agrees with 
our A.M.A. Delegates and approves the special 
analysis made by Dr. B. T. Daniels with regard to 
the Report of the Commission on Medical Care 
Plans. We agree that the Commission deserves the 
thanks of all state medical societies for a monu- 
mental assembly of statistics which will be of 
great future value. But we just as thoroughly dis- 
agree with the conclusions and recommendations 
submitted by the subcommittee of that Commis- 
sion on the so-called Miscellaneous and Unclassi- 
fied Plans. We therefore recommend that our 
A.M.A. Delegation endeavor to bring about A.M.A. 
disapproval of that section of the report of the 
Commission on Medical Care Plans. We further 
recommend that Dr. Daniels’ analysis be published 
at the earliest possible time in the Rocky Mountain 
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Medical Journal, together with a statement of the 
position taken by our House of Delegates, and that 
both be given further distribution to the A.M.A. 
representatives and delegates from other states. 

M. L. CRAWFORD, Chairman 


HOWARD F. BRAMLEY 
SAM W. DOWNING 


J. KENNEDY 
A. F, PIERCE 


The above report vas adopted, section by sec- 
tion and as a whole, on motions regularly passed 
without dissent, except as noted below. 

(Following the reading of Section (f), the last 
section of the report of the Reference Committee 
on Professional Relations, above, the following 
proceedings were recorded:) 

Dr. Sam W. Downing (Denver): “In the light 
of the fact that some of us have felt in the past 
that at times we have had unsympathetic and at 
times even inaccurate reporting in the press, 
would it be permissible to amend the last part of 
that recommendation to the extent that this very 
splendid thing that Dr. Daniels has written for 
us, which I am sure most of us have not had time 
yet to thoroughly digest, might be reviewed by the 
Board of Trustees before it is published and given 
wide distribution. 

“T would like to make that motion. I would like 
to move to amend that portion of the report to 
state that Dr. Daniels’ resume or report to us be 
given wide distribution and be published at the 
earliest possible time, but that it be published and 
given wide distribution after it has been reviewed 
by the Board of Trustees or some similar body.” 

There was no discussion, the motion to amend 
was seconded and carried without dissent. There 
was no further discussion, and a motion to adopt 
Section (f) as amended carried without dissent. 


Report of Results of Balloting for 
A.M.A. third Delegate and Alternate 


Vice Speaker Covode: “Before we proceed I 
should like to announce that by your balloting 
you have designated for recommendation to the 
Board of Trustees Dr. Hendryson as Delegate and 
Dr. Wiley as Alternate. 


Report of Reference Committee 
on Miscellaneous Business 


(a) Your reference committee recommends the 
approval of the report of the Committee on Public 
Health, as carried on page 26 of the Handbook. 

(b) We wish to commend the Public Health 
Committee for its diligence in carrying out its 
activities. 

(c) Your committee recommends approval of 
the supplemental report of the Immunization Com- 
mittee with the following amendment to the para- 
graph numbered (1), to read: 

“Each physician assume the responsibility for 
making certain whenever possible that all mem- 
bers of families he serves receive protection 
against poliomyelitis by having currently recog- 
nized immunization.” 
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(d) Your committee recommends approval of 
the resolution reaffirming support of the House of 
Delegates’ action in September, 1958, pertaining to 
the legislative bill on simplification of obtaining 
autopsy permission which is under consideration 
in the 1959 General Session of the Colorado Legis- 
lature. 


FREDERICK TICE, JR., Acting Chiarman 
EDWARD C. BUDD JOHN C. McAFEE 
VINCENT C. CEDARBLADE P. E. PREBLE 


The above report was adopted as a whole, on 
motion, without dissent. 


Report of the Reference Committee on 
Insurance and Prepayment Plans 


(a) Your committee recommends approval of 
the Report of the Board of Trustees on Old Age 
Pension Problems as carried on pages 9 and 10 
of the Handbook, with the change on page 10 in 
the second paragraph, the sixth line, of the word 
“important” to “pertinent.” 

(b) Your committee recommends approval of 
the report of the Blue Shield Fee Schedule Ad- 
visory Committee Progress Report as read Tues- 
day. February 17, 1959, and as in the mimeo- 
graphed form, with the following changes: 

Page 4: Add to the end of the second paragraph 
“The active offering list would include only three 
Plans: 

Standard “A” Preferred Preferred “A” 

$3,600 $6,000 $9,000 

Page 4: Then omit all of III, “Declaration of 
Obsolescence.” 

Page 8: Conclusions: 

Add for clarification purposes 

1 a. That the present Preferred Plan remain at 
the amount of $6,000 for a family and $4,500 for a 
single person. 

3. Add to the second line the word “approxi- 
mately” so that it reads “amounts of approximately 
75 per cent and 125 per cent” after the word 
“respectively” in the fourth line, all be deleted, 
and add the statement “as worked out by the 
Blue Shield Fee Schedule Advisory Committee.” 

(c) Your committee recommends the approval 
of the Resolution presented by the Council of the 
Denver Medical Society with the following 
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changes: Under “BE IT RESOLVED” (1) add after 
“Proposed Preferred Plan ‘A’” “and Standard Plan 
‘A’”; (2) omit; (3) should read “that the present 
Preferred Plan be corrected to the point of maxi- 
mum satisfaction to all concerned”; (4) omit, alto- 
gether. 

This has been altered in this fashion in that 
the deleted portions have been resolved in the 
Monday, February 16, 1959, meeting of the Blue 
Shield Fee Schedule Advisory Committee. 

(d) Your committee recommends the approval 
of the supplemental report of the Subcommittee 
on Professional Insurance, dated February 17, 1959, 
as distributed to the Delegates, with one addition: 
at the end of paragraph 2, following the word 
“shown” it should read “shown, as long as the 
dates of beginning and end of treatment are given.” 

(e) The reference committee has taken note 
of Dr. Fred Good’s report and wishes to thank 
him and the Blue Shield Board for its progressive 
attitude. In addition the reference committee has 
taken note of the excellent and profound amount 
of work the Blue Shield Fee Schedule Advisory 
Committee has done and also wishes to thank 
them; the combined work of these two being in 
large part the culmination of this reference com- 
mittee report. 


V. V. ANDERSON, Chairman 
SIDNEY BLANDFORD L. L. HICK 


S. B. CHILDS A. E. LUBCHENCO 
WILLIAM CURTIS WILLIAM RYDER 


The above reference committee report was 
adopted section by section and as a whole, on 
motions regularly carried, without dissent. 


Report of Reference Committee on 
Constitution, By-Laws and Credentials 


Your reference committee recommends approv- 
al of the report of the special Ad Hoc Committee 
on By-Law Revision, as carried on pages 29-32 
of the Handbook, with the following exception: 
In the last paragraph of the report on page 32 
the words “a committee of the House’s selection” 
should be changed to read “a committee appointed 
by the President.” In addition, your committee 
recommends that the proposed committee to be 
appointed by the President include some members 


of the present Committee on Constitution, By- 
Laws and Credentials and some members of the 
present Ad Hoc Committee. 


GEORGE CURFMAN, Chairman 
JOHN A. DAVIS H. HARPER KERR 


The changes in the report above were adopted 
without dissent; and the report of the Reference 
Committee on Constitution, By-Laws and Creden- 
tials was adopted as a whole, by two separate 
actions. 

Mr. Sethman certified there was no unfinished 
business. 

Speaker Bolton recognized Past President John 
S. Bouslog, who spoke as follows: 

“Mr. Speaker, President Zarit, members of the 
House and Board of Trustees. Probably most of 
you saw in the papers the notice of the death of 
our beloved Past President Dr. Nicholas A. Madler, 
on February 6. I would like to ask the Speaker 
to call on the House to stand for a moment in 
tribute to Dr. Madler.” 

(All stood and observed a moment of silence.) 

There was no new business, and the House 
went into Executive Session. The House was 
cleared of unauthorized attendants and this was 
certified by the Sergeants-at-Arms. 

After a brief Executive Session Speaker Bolton 
declared the House in open session, announced 
business had been concluded and declared the 
House of Delegates adjourned without day, at 
5:45 p.m. 


The above abstracted minutes of the House of 
Delegates are respectfully submitted to the mem- 
bers of the Society. 


HARVEY T. SETHMAN, 
Secretary, House of Delegates. 


Practical nurse licensure 


The period during which practical nurses who 
have not successfully completed the prescribed 
curriculum in a school of practical nursing, ap- 
proved by the Colorado Board of Licensed Prac- 
tical Nurse Examiners, may file application for a 
Colorado Practical Nurse License will expire at 


Friendly dependable service. 


Two offices 


for your convenience 


Taylor Hearing ern 


Complete modern testing with Puretone and speech audiometers 


413 16th Street, Denver 
between Glenarm and Tremont Places 
MAin 3-1920 


28th year 
serving the hard of hearing 


8 West Ellsworth, Denver 
RAce 2-4551 
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midnight on June 30, 1959. Only those applications 
received by 5:00 p.m. June 30, 1959, or postmarked 
before midnight June 30, 1959, will be accepted. 

Beginning July 1, 1959, only those who have 
successfully completed the prescribed curriculum 
in a State Board accredited school of practical 
nursing may file applications for Colorado prac- 
tical nurse licensure. 

Licensure requirement information may be se- 
cured from the Board of Licensed Practical Nurse 
Examiners, 1280 Sherman Street, Denver 3, Colo- 
rado. 


WYOMING 


James W. Sampson, M.D. of Sheridan, 
named new State Health Director 


James W. Sampson, M.D., of Sheridan, was ap- 
pointed by the state Board of Health to become 
Director of the Department of Public Health on 
July 1, 1959, succeeding Franklin D. Yoder, M.D. 
Dr. Yoder is leaving Wyoming to become Director 
of the Division of Socio-Economic Activities of 
the American Medical Association. 

Dr. Sampson is a native of Wyoming, having 
been born in Dietz, near Sheridan, in 1909. He was 
schooled at the University of Wyoming, received 
his M.D. degree from the University of Nebraska 
College of Medicine, has practiced medicine (gen- 
eral practice and surgery) for the past 22 years in 
Sheridan, and is a Past President of the State 
Medical Society. 

Dr. Sampson will join the department some- 
time this month as Director of Local Health Serv- 
ices, and will carry out those duties while being 
oriented to his departmental responsibilities by 
Dr. Yoder. He plans to enroll at the University of 
California School of Public Health, at Berkeley, 
in September, 1959, for study towards the degree 
of Master of Public Health in Public Health Ad- 
ministration. 


Obituary 


CAROLINE McGILL 

Caroline McGill, M.D., retired Butte physician, 
died Wednesday, February 4, at her ranch in the 
Gallatin Canyon near Bozeman. Dr. McGill was 
born May 18, 1879, at Ontario, Ohio. She received 
a Ph.D. degree from Missouri University in 1908 
and an M.D. degree from Johns Hopkins Uni- 
versity School of Medicine in 1914. She was 
licensed to practice in Montana and opened her 
office for the general practice of medicine in 
Butte during 1914. 

Dr. McGill was an active member of this Asso- 
ciation and participated in all of its affairs until 
her retirement in 1957. She attended regularly all 
of the annual meetings and interim sessions of 
this Association as well as meetings of many of 
the specialty groups. Dr. McGill was especially 
interested in Montana history. She established at 
Montana State College in Bozeman during 1956 
an historical museum when she contributed to 
the college her valuable historical collection. 

' The death of Dr. McGill is a distinct loss to 
the medical profession and we extend our con- 
dolences to her many confreres and friends 
throughout Montana. 


Society of Nuclear Medicine 


The Colorado Society of Nuclear Medicine will 
conduct its second annual all-day meeting on 
May 20, 1959, at the Veterans Administration 
Hospital in Denver. 

In addition to scientific speakers, the program 
will include a group of informative exhibits and 
will close with an evening dinner. No registration 
fee will be charged and all physicians and their 
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OCA CUSHMAN wing newly opened 
with improved facilities to 
serve your patients 


THE CHILDREN’S HOSPITAL ASSOCIATION 
OF DENVER 


NON-SECTARIAN—NON-PROFIT 


APPROVED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


Providing medicinal and surgical aid 
to sick and crippled children of 
the Rocky Mountain Region 


for Apri, 1959 
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The Colorado State Medical Society 


Rocky Mountain Medical Conference, 
September 8-11, 1959 
Denver 


President: John I. Zarit (Chairman of the Board), Denver. 
President-elect: John L. McDonald, Colorado Springs. 

Vice President: Robert P. Harvey (Vice Chairman of the 
Board), Denver. 

Treasurer: William C. Service, Colorado Springs, 1959. 
Constitutional Secretary: Harry C. Hughes, Denver, 1960. 
Additional Trustees: Bernard T. Daniels, Denver, 1959; Carl W. 
Swartz, Pueblo, 1960; Fred R. Harper, Denver, 1961; Walter M. 
Boyd, Greeley, 1961. 

Delegates to the American Medical Association: Kenneth C. 
Sawyer, Denver, 1960; (Alternate, Irvin E. Hendryson, Denver, 
1960); E. H. Munro, Grand Junction, 1960; (Alaternate, Harlan 
E. McClure, Lamar, 1959). 

Executive Secretary: Mr. Harvey T. Sethman, 835 Republic 
Building, Denver 2, Colorado; Telephone AComa 2-0547. 


The Wyoming State Medical Society 
Annual Session, June 11-14, 1959 
Jackson Lake Lodge 


President: L. Harmon Wilmoth, Lander. 
President-elect: Benjamin Gitlitz, Thermopolis. 
Vice President: Francis A. Barrett, Cheyenne. 
Secretary: S. J. Giovale, Cheyenne. 

Treasurer: C. D. Anton, Sheridan. 


Councilors: Albany County, B. J. Sullivan, Laramie; Carbon 
County, Guy Halsey, Rawlins; Converse County, Roman 
Zwalsh, Glenrock; Fremont County, Bernard Stack, Riverton; 
Goshen County, Joseph Volk, Torrington; Laramie County, 
S. J. Giovale, Cheyenne; Natrona County, Frederick Haigler, 
Casper; Sheridan County, Jay Blumenstock, Sheridan; Teton 
County, Robert Knapp, Pinedale; Uinta County, Joseph 
Whalen, Evanston; Northeastern Wyoming, Virgil L. Thorpe, 
Newcastle; Northwestern Wyoming, John H. Froyd, Worland. 
Delegate to A.M.A.: A. T. Sudman, Green River, 1960; Alter- 
nate, B. J. Sullivan, Laramie, 1960. 

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne. 


JUST ONE TABLET DAILY 


with low incidence of sensitivity reactions... 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sulfamethoxypyridazine Lederie 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of Gus) 
AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Montana Medical Association 


Annual Meeting, September 17-19, 1959 
Butte 


President: Herbert T. Caraway, Billings. 

President-elect: Leonard W. Brewer, Missoula. 

Vice President: Raymond F. Peterson, Butte. 

Acting Secretary-Treasurer: W. E. Harris, Livingston. 
Assistant Secretary-Treasurer: W. E. Harris, Livingston. 
Executive Committee: Herbert T. Caraway, Billings; Leonard 
W. Brewer, Missoula; Raymond F. Peterson, Butte; W. E. 
Harris, Livingston; John A. Layne, Great Falls; Edward §. 
Murphy, Missoula. 

Delegate to American Medical Association: Paul J. Gans, 
Lewiston; alternate, S. C. Pratt, Miles City. 


Executive Secretary Mr. L. R. Hegland, P.O. Box 1692, Tele- 
phone 9-2585, Billings. 


Nevada State Medical Association 


Annual Meeting, August 19-22, 1959 
Reno 


President: Roland Stahr, Reno. 

President-elect: Ernest W. Mack, Reno. 

Secretary-Treasurer: William A. O’Brien, III, Reno. 

Delegate to American Medical Association: Wesley W. Hall 
Reno; alternate: Earl N. Hillstrom, Reno. 

Executive Committee: Roland Stahr, Reno; Ernest W. Mack, 
Reno; William A. O’Brien, III, Reno; Wesley W. Hall, Reno; 
Earl N. Hillstrom, Reno; Stanley L. Hardy, Las Vegas; Thomas 
S. White, Boulder City; John M. Read, Elko; John M. Moore, 
East Ely; William M. Tappan, Reno. 


Executive Secretary: Mr. Nelson B. Neff, P. O. Box 188, Reno; 
telephone FA. 3-6788. 


New Mexico Medical Society 


Annual Session, May 5-7, 1959 
Las Cruces 


President: James C. Sedgwick, Las Cruces. 

President-elect: Lewis M. Overton, Albuquerque. 

Vice President: Allen L. Haynes, Clovis. 

Secretary-Treasurer: Omar Legant, Albuquerque. 

Councilors: Junius A. Evans, Las Vegas, 1959; Aaron E. Mar- 
gulis, Santa Fe, 1959; Wendell Peacock, Farmington, 1960; 
George Prothro, Clovis, 1960; Gerald Slusser, Artesia, 1960; 
W. J. Hossley, Deming, 1961; Guy Rader, Albuquerque, 1961. 
Delegate to American Medical Association: Earl L. Malone, 
Roswell, 1960; Alternate: Samuel R. Ziegler, Espanola, 1960. 
Executive Secretary: Mr. Ralph R. Marshall, 220 First National 
Bank Building, Albuquerque, telephone CH 2-2102. 


The Utah State Medical Association 


Annual Session, September 15-18, 1959 
Salt Lake City 


President: U. R. Bryner, Salt Lake City. 
President-elect: I. Bruce McQuarrie, Ogden. 
Secretary: J. Poulson Hunter, Salt Lake City. 
Treasurer: Robert M. Dalrymple, Salt Lake City. 


Councilors: Box Elder, 1960, D. L. Bunderson, Brigham City; 
Cache Valley, 1960, C. J. Daines, Logan; Carbon County, 1960, 
A. R. Demman, Helper; Central Utah, 1959, Stanford Rees, 
Gunnison; Salt Lake, 1960, Richard W. Sonntag, Salt Lake 
City; Southern Utah, 1960, James S. Prestwich, Ce@ar City; 
Uintah Basin, 1960, R. Bruce Christian, Vernal; Weber County, 
1961, Wendell J. Thompson, Ogden; Utah, 1959, R. E. Jorgenson, 
Provo. 

Executive Committee: U. R. Bryner, Salt Lake City, Chair- 
man; Reed W. Farnsworth, Cedar City; I. Bruce McQuarrie, 
Ogden; J. Poulson Hunter, Salt Lake City; Robert M. Dal- 
rymple, Salt Lake City. 

Delegate to American Medical Association, 1957-1959: Kenneth 
B. Castleton, Salt Lake City; Alternate, Drew Petersen, Ogden. 


Executive Secretary: Mr. Harold Bowman, Salt Lake City. 
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Society of N uclear M. edicine cont. from 141 


families, students, interns, residents, and all non- 
physicians who work in the general field of 
nuclear energy are welcome to attend. 

The Colorado Society of Nuclear Medicine is 
an affiliate chapter of the national group known 
as the Society of Nuclear Medicine, the latter’s 
name being unique in that it does not indicate 
its own scope even though it is a rapidly growing 
national organization. The Society of Nuclear 
Medicine was an outgrowth of the interest of 
physicians in the application of nuclear energy to 
nuclear science which developed more or less 
simultaneously in Southern California, the Pacific 
Northwest, and Oak Ridge, Tennessee. Some time 
thereafter, the Colorado Society became a unit of 
the national movement. The national association 
will hold its 1960 annual meeting in Estes Park, 
Colorado, in June of that year. 

The organization is also unique in that it is 
basically a medical organization but admits per- 
sons to full membership who are not Doctors of 
Medicine, providing they meet certain scholastic 
standards and work in allied fields of nuclear 
energy. 

A complete program for the May 20 meeting 
will be mailed to all interested persons who re- 
quest it. Inquiries should be addressed to Thad 
P. Sears, M.D., Veterans Administration Hospital, 
Denver 20, Colorado. 


Washington Scene cont. trom 96 


Notes 


The Forand bill for hospitalization and surgical 
services of retired Social Security recipients has 
been introduced in only slightly revised form. Its 
number is H.R. 4700. One change of interest is per- 
mitting surgical services to be performed by other 
than board-certified surgeons. The author says the 
program will be financed by increasing Social 
Security taxes (above increases already scheduled) 
by one-fourth of 1 per cent for both employer 
and employee and three-eights of 1 per cent for 
the self-employed, both starting in 1960. 

More significant than even the introduction of 
the bill was the statement Mr. Forand filed in the 
Congressional Record the same day. It was moder- 
ate in tone and seemed to be asking the support 
of all groups. He noted, for instance, that some 
of his strongest backers have questioned the in- 
clusion at this time of surgical services. 

This, he commented, should be weighed by the 
committee when it takes up the bill. 

On hearings, little is known. Neither the House 
Leadership nor Chairman Wilbur Mills of Ways 
and Means Committee has given any indication 
when hearings would be held. 

While some committees of Congress have been 
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moving rapidly ahead on health legislation, others 
like the House Interstate Committee only recently 
got around to organizing its health subcommittee. 
It was given a new name: health and safety sub- 
committee when Rep. Kenneth Roberts (D., Ala.) 
who headed a special highway safety committee 
was tapped for the new post. Its area of interest 
includes public and quarantine, food and drugs, 
hospital construction, highway and air traffic safe- 
ty, and air pollution. Mr. Roberts is a lawyer by 
profession and is now serving his fifth term. 


The first woman physician to be honored in 
Statuary Hall is the late Dr. Florence Sabin of 
Colorado. She is the first person selected from 
Colorado. Each state is permitted two statues of 
distinguished persons. Dr. Sabin was a noted medi- 
cal researcher and in her later years a public 
health leader in Colorado. At the unveiling cere- 
monies in the Capitol, Dr. George Fister of the 
A.M.A. Board of Trustees, was present. 


Three Republican members of the Senate Labor 
subcommittee on health would have a two-year 
study of health needs of all citizens, young and 
old. The 15-man commission would recommend to 
the President and Congress necessary legislation 
to supplement or stimulate broader health protec- 
tion coverage by existing private and non-profit 
plans. Senators Javits of New York, Case of New 
Jersey and Cooper of Kentucky are the co- 
sponsors. 


P. A. F. 


R (Fortified Triple Strength) R 


Improved Douche Powder 
G-11® (Hexachlorophene USP), deodorant 


FORTIFIED—With Sodium Laury! Sul- 
fate and Alkyl Aryl Sulfonate. 

DETERGENT—High surface activity in 
acid and alkaline media. 

LOW SURFACE TENSION—Increases 
penetration into the vaginal rugae 
and dissolution of organisms such as 
Trichomonas and fungus. 

HIGH SURFACE ACTIVITY—Liquifies 
viscus mucus on vaginal mucosa, re- 
leasing accumulated debris in the 
vaginal tract. 


Buffered to control a normal vaginal pH. 


ETHICALLY PKGED, net wt. 
$1.25 


Mfg. by G. M. CASE LAB., 
San Diego 16, Calif. 
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ONE 1957 Model Mattern x-ray machine, 100 Milliamp 
complete with tilt table and fluoroscope. Used less 
than six months. Reason for selling, doctor forced to 
retire because of illness. Call EMpire 5-3333 or write 
Box 891 Glendive, Montana. 
FOR rnysicians’ otfices available in new Medi- 
cal Center in busy Northeast Colorado Springs. 
Possibilities unlimited for Pediatrician, Obstetrician, 
Internist and Endocrinologist. Please investigate. 
Wiil install $2,000.00 free partitioning, plumbing, etc., 
to suit. Air conditioned. 100 car parking. E. Nirk, 
2621 Holiday Lane, Colorado Springs. Melrose 4-8978. 
GENERAL PRACTITIONER WANTED: Private prac- 
tice within group for convenience. Montana com- 
munity with excellent hospital facilities. Please write 
Box 569, Miles City, Montana. 34TF 
MEDICAL ILLUSTRATOR: Burr S. Bush, member of 
the Association of Medical Illustrators. 3150 South 
Street, Englewood, Colorado, or call SUnset 
PHYSICIAN NEEDED. Norwood, Colorado, San Miguel 
County. Population 500, large area to draw from. 
Small hospital, furnished with beds, linen, desks. Good 
schools, two churches, drug store. Good climate. Ele- 
vation 7,015. Oiled highway, stock raising, farming, 
near uranium fields. Civic clubs and lodges. Hunting 
and fishing. Reply to: Community Hospital of Nor- 
wood, Norwood, Colorado. 11TF 


SPACE available in new air conditioned Medical Build- 

ing in Colorado Springs, Colorado. Location excel- 
lent for Generalists, Specialists, or Dentists. Ample 
off street parking. Near new hospital and adjacent 
to a large shopping center. Will partition to suit, 
E. H. Vincent, M.D., Suite No. 1, Madison Medica] 
Building, 2121 North Weber Street, Colorado Springs, 
Colorado. Phone MElrose 2-9386. TF 


BE SURE to include TWH in your OIL plans for '59! 

Leasing, Drilling, Production, Geology, Engineering, 
We have the drilling rig, experienced personnel, tech- 
nical knowledge, and oil country contracts to com- 
plete yovr oil investment plans. Call or write TWH 
Drilling & Development Company, J. M. Taylor, Presi- 
dent, Registered Professional Engineer. HArrison 
4-7493. P.O. Box 265 Wheatridge, Colorado. 


MEDICAL BUILDING under construction at 3815 West 


72nd, Westminster. Contact early for choice of 
space and decorating colors. Suites available for seven 
re sicians. Ready for occupancy between May Ist and 

15th. For information write, A. T. Chitwood, Sr., 4300 
Oakwood Street, Westminster, Colorado. Phone after 
6 p.m. HAr n_ 9-4406. 


FOR SALE: n electric operated chair for the stair- 
case, $600. Phone Mrs. W. B. Draper, EAst 2-3065, 
for appointment. 


GENERAL SURGEON, Certified, 33, 


wants to locate 
in southern half of Rocky 


Mountain area. Write 


Box 4-13, 835 Republic Building, Denver 2, Colorado. 


Quality Drugs Courteous Service 


Adjustabie Crutches for Rent 
Surgical Supplies 
Drugs and Prescriptions 
FREE DELIVERY IN LAKEWOOD 
AND METROPOLITAN DENVER 


H-O-W-D-Y 


Registered Trade Mark 


BOB’S PLACE 
A Bob Cat for Service 


TEXACO PRODUCTS 
300 South Colorado Boulevard 


Cow Town, Colo. 


EARNEST DRUG 
217 16th Street 
Prescription Specialists 
Telephones KEystone 4-7237—KEystone 4-3265 


FRESH — CLEAN — COMPLETE 
PRESCRIPTION STOCK 


Free Delivery 


sickroom supplies 
oxygen service 


Trained Technicians 


PEarl 3-465! 


350 Broadway — Denver 


24-HOUR SERVICE 


Don’t miss 

important telephone calls .. . 

Let us act as your secretary while you are away, 
day or night; our kindly voice conscientiously tends 


your telephone business, accurately reports to you 
when you return. 


TELEPHONE 


ANSWERING 


SERVICE 
CALL Alpine 5-1414 


SPACE 


FOR MEDICAL MEN 


now available in Denver’s exclusively 
Medical-Dental Building . . . The 
Republic Building. For details, call or 
write the building manager. 


KE 4-5271 
REPUBLIC BUILDING CORPORATION 


1624 Tremont Place + Denver 2, Colorado 
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